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—_ HE INCREASE in life expectancy has 
| resulted in a larger number of geriatric 
T patients requiring surgery. The mortality 
and morbidity of the aged, after surgery, 
is higher than in younger patients. This usually is 
due to physiological derangements present pre- 
operatively rather than directly to the surgery.’ 
The value of proper preoperative evaluation, 
especially in the aged, need hardly be dwelt upon. 
The usual evaluation of operative risk is by clinical 
impression, based on the history, physical exainina- 
tion, and routine laboratory determinations. This 
is inadequate in geriatric patients, in whom the 
existence of some degree of degenerative changes 
such as arteriosclerosis and/or pulmonary emphy- 
sema is prevalent. There are many specific tests to 
evaluate cardiovascular and pulmonary function. 
However, most of them are too elaborate and time 
consuming to be practical for anesthesiologists. 
This paper is a presentation of our effort to 
perform an adequate, yet simple, evaluation of 
the patient preoperatively and an analysis of the 
relationship of postoperative complications to the 
existing abnormalities in cardiac or pulmonary 
physiology 
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The possibility of identifying patients who 
are liable to suffer complications after sur- 
gery was investigated in 482 patients with 
respect to three tests: the electrocardiogram, 
the ballistocardiogram, and a test designed 
to measure restrictive and/or obstructive fac- 
tors affecting ventilation. There were 212 po- 
tients between 60 and 90 years of age, and 
in this group the incidence of unfavorable test 
results as well as postoperative complications 
was higher than in the younger age groups. 
There was little correlation between electro- 
cardiography and the subsequent course of 
the individual patient. Increase in postopera- 
tive complications is noticed in patients hav- 
ing abnormal ballistocardiograms and venti- 
lation defects. The respiratory test was of 
value in enabling the surgeon to avoid major 
operations on the very few patients classed os 
prohibitive risks ond to establish optimum 
operative conditions on patients with respira- 
tory handicaps. The results of preoperative 
evaluation of the surgical patient by clinical 
impression without these tests proved to be of 
little value in geriatric potients. 
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Method 


A day or two before the scheduled operation. 
the patient is seen in the preanesthesia clinic.’ The 
history and physical examination are reviewed, and 
the following tests are performed: 

1. A 12-lead electrocardiogram is taken, and the 
interpretation of the tracing is recorded on the pre- 
anesthesia chart. If there has been a previous elec- 


Taste 1.—Relation of Age to Morbidity and Mortality 
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trocardiogram, a comparison is made to determine 
if anv important changes necessitating further in- 
vestigation have occurred. 

2. A ballistocardiogram is obtained with use of 
a high-frequency Starr-type table. Results are re- 
corded on a two-channel Sanborn direct writing 
recorder with simultaneous recording of the electro- 
cardiogram on the other channel. The ballisto- 
cardiogram is then graded according to the degree 
of deviation from normal into the classes 0, 1, 2. 3, 
and 4 of Brown and associates.’ 

3. A one-breath ventilation test for vital capacity 
and a 0.5-second expiratory capacity test are per- 
formed with the use of the Gaensler-Collins timed 
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Fig. 1.—Correlation between electrocardiograms and in- 
cidence of postoperative Complications. 


vitalometer. The vital capacity is expressed as the 
percentage of the predicted vital capacity of the pa- 
tient according to height and weight, with modi- 
fication for the sedentary life of the aged. The 
0.5-second expiratory capacity is expressed as the 
percentage of the actual measured vital capacity 
of the patient.’ The results are classified as follows: 
(1) normal, indicated by a vital capacity of not 
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less than 80% of the predicted value and a 0.5- 
second expiratory capacity of not less than 60% of 
the measured vital capacity; (2) restrictive lesion, 
indicated by a vital capacity below 80% of the 
predicted value and a 0.5-second expiratory capaci- 
tv of 60% or more; (3) obstructive lesion, indicated 
by a vital capacity of 80% or more of the predicted 
value and a 0.5-second expiratory capacity below 
60% of the actual vital capacity; and (4) combined 
lesion, indicated by a combination of the obstruc- 
tive and restrictive lesion, with a vital capacity 
below 80%, and a 0.5-second expiration capacity 
below 60%. 

In order to determine whether any benefit is to 
be gained from these physiological evaluations, the 
usual operative risk rating is done by the anesthesi- 
ologist administering the anesthesia, without pre- 
vious knowledge of the result of these tests. 

Four hundred eight-two patients were followed 
through the postoperative period. Of these patients, 
92 had minor operations; 82, major head and neck 
operations; 50, radical mastectomy and superficial 
node dissection; 32, exploratory thoracotomy; 23, 
lobectomy, pneumonectomy, and esophagectomy, 


Taste 2.—Relation of Age to Abnormal Ballistocardiogram 
Patterns 


Awe, Yr 


47, operation on stomach, duodenum, liver, gall- 
bladder or duct, pancreas, spleen, and small in- 
testine, 109, pelvic operation and lower abdominal 
operation, 56, radical pelvic operation; 4, inter- 
scapular amputation or hemipelvectomy, 12, ad- 
renalectomy; 1, kidney operation; 1, hypophy- 
sectomy; and 1, induction of anesthesia without 
operation. This gives a total of 516 procedures. 

The complications, within two weeks of opera- 
tion, excluding those complications directly result- 
ing from surgery, such as massive hemorrhage, 
were graded according to severity as none, minor, 
major, and death. Among the minor difficulties were 
transient moderate hypotensive episodes, arrhyth- 
mias, and respiratory disturbances which required 
no treatment or responded promptly to symptomatic 
treatment. Major difficulties included shock, ar- 
rhythmias requiring intensive treatment, congestive 
failure, pulmonary edema, prolonged hypotension, 
myocardial infarction, atelectasis, pneumonia, re- 
spiratory insufficiency, renal shutdown, and electro- 
Ivte imbalance. 

For purposes of comparison, the patients were 
separated into three age groups: group 1, consisting 
of patients between 16 and 39 vears of age; group 
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2, consisting of patients between 40 and 59 years 
of age; and group 3, consisting of patients 60 to 
90 vears of age. The morbidity and mortality among 
oe age groups and within each group 
were compared as to the different — 
disturbances diagnosed in the preanesthesia clinic 


Results 


Four hundred cighty-two patients, ranging in age 
from 16 to 90, were evaluated in the preanesthesia 
clinic. There were 46 patients in group 1 (16 to 39 
years of age), 224 patients in group 2 (40 to 59 
vears of age), and 212 patients in group 3 (60 to 
90 vears of age). The number of patients in group 
1 is too small for analysis of correlation, but the 
other two groups are comparable. 

The mortality and morbidity are shown in table 
1. With advance in age, fewer patients have an 
uneventful operative and postoperative course. The 
incidence of serious complications and death is 
increased, while that of minor complications shows 
little variation. 

Cardiovascular Evaluation.—The results of cardio- 
vascular evaluation showed a definite trend with 
increasing age. In group | 87% of the patients had 
a normal electrocardiogram. This decreased to 70% 
in group 2 and 44% in group 3. The electrocardio- 
graphic abnormalities observed in patients above 
60 years of age were: nonspecific ST-segment 
changes, 19.3%; bundle branch block, 10.4%, ven- 
tricular premature contractions, 9%, left ventricular 
hypertrophy, 3.8%; auricular premature contrac- 
tions, 3.3%; old myocardial infarction, 2.8%, auricu- 
lo-ventricular block, 2.8%; auricular fibrillation, 
2.8%; and low voltage, 1.9%. 
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Fig. 2.—Relation between ballistocardiogram  classifica- 
and incidence of uneventful recoveries. 


There is little definite pattern of correlation be- 
tween the electrocardiogram and the incidence of 
postoperative complications (fig. 1). In the + group 
over 60 years of age only two elect: 
abnormalities were associated with a high ‘degree 
of postoperative complications. They were evidence 
of an old myocardial infarction and auricular pre- 
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mature contractions. In six patients with evidence 
of an old myocardial infarction, there was one 
death, two major and one minor complications. In 
four patients with auricular premature contractions 
there were one death and two major complications 
occurring postoperatively. 

The ballistocardiogram also shows a tendency 
toward more abnormal patterns with increasing age 
(table 2). In group | classes 0 and 1 predominate, 


Taste 3.—Relation of Age to Incidence of Lesions of the 
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in group 2 classes | and 2 occur more frequently, 
and in group 3 classes 2 and 3 are predominate. 
There were 46 patients in group 1, with | patient 
each in classes 2 and 3 and none in class 4. There- 
fore little significance could be attached to the 
incidence of complications during and after opera- 
tion in relation to the classification of their ballisto- 
cardiograms. In the two groups above 40 vears of 
age there is a decrease in the number of patients 
having an uneventful operative course and an in- 
crease in mortality and morbidity in those having 
classes 3 and 4 ballistocardiograms (fig. 2). 

Respiratory Evaluation.—There is little difference 
in the incidence of the obstructive lesions of the 
respiratory tract in the three age groups. However, 
the number of restrictive and combined restrictive- 
obstructive lesions are increased with age (table 3). 
Only a small proportion of patients over 60 vears 
of age have normal ventilation. Any type of ventila- 
tory defect (obstructive, restrictive, or mixed) in- 
creases the incidence of postoperative complications 
in the older age group (fig. 3). The clinical im- 
pression that elderly patients with emphysema 
develop more complications postoperatively is con- 
firmed by the greater incidence of complications in 
group 3 in patients with obstructive lesions. 

Evaluation By Anesthesiologist.—The results of 
the comparison of the usual operative risk rating 
by the anesthesiologist to the complications occur- 
ring during operation and in the postoperative peri- 
od is shown in figure 4. Good correlation is present 
in the two groups of patients below 60 years of age, 
but above this age the clinical impression of the 
anesthesiologist is of no value in predicting opera- 
tive or postoperative complications. Patients rated 
as poor risks did as well as patients adjudged to 
be good risks. 

Severity of Operations.—There was no increase in 
mortality and morbidity among elderly patients 
after minor or extensive superficial operations such 
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as radical mastectomy or groin dissection, During 
and after major surgery the mortality and morbidi- 
tv is higher in the group over 60 vears of age. 
This is especially pronounced among those who 
have undergone thoracic and upper abdominal 
operations. 
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Fig. 3.—Relation of age to incidence of postoperative 
complications. 


Comment 


Much of the difficulty in the preoperative evalu- 
ation of geriatric patients is due to the presence of 
subclinical degenerative changes with impairment 
of the functional capacity or reserve of various 
organ systems. It would be desirable to be able to 
detect these changes and to have some indication 
of the extent of involvement, especially of the 
cardiovascular and pulmonary systems. The fact 
that the tests we use tend to give abnormal results 
in an increased proportion of the elderly patients 
is suggestive of some relationship to these degen- 
erative changes. 

The lack of correlation between the electrocardio- 
gram and postoperative complications is not sur- 
prising since the electrocardiogram is not a measure 
of the functional capacity of the heart. The use of 
the electrocardiogram in heart disease detection for 
general screening purposes has been proposed trom 
time to time. Internists differ in their opinion of its 
value, mainly because of its lack of precise correla- 
tion with the clinical symptoms of heart disease.’ 
However, in the older age group the electrocardio- 
gram may be an early clue to, or definite confirm- 
ing evidence of, many abnormalities of the heart, 
such as diffuse myocardial disease, hyperirritability, 
conduction defects, and myocardial infarction. 

Such specific information has been found most 
valuable in determining whether some preventive 
measure or further investigation is necessary in 
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certain patients before the proposed surgical pro- 
cedure. In addition, a preoperative electrocardio- 
gram provides a good base line for comparison 
during the operation or in case of cardiac compli- 
cations, postoperatively. 

Levine, de Peyster, and Hannigan all found in- 
creased mortality and morbidity in surgical pa- 
tients who had a healed myocardial infarction.” 
Both Levine™ and Finkbeiner and associates * 
found that chronic auricular fibrillation does not 
contribute to operative and postoperative complica- 
tions, and Pfeiffer and LaDue * reported no increase 
in surgical mortality in patients with bundle-branch 
block. Our results confirm these observations. 

The clinical application of the ballistocardiogram 
is not as well established as that of the electro- 
cardiogram. In the young normal person it corre- 
lates quantitatively with the cardiac output as 
determined by Fick's principle. The ballistocardio- 
gram is believed by most investigators to be pri- 
marily related to the strength of heart beat,” and 
there is a close association of the abnormal ballisto- 
cardiogram with coronary heart disease."” Various 
investigators have found it to be a sensitive indi- 
cator of the functional capacity of the heart in 
many divergent conditions such as paroxymal tachy- 
cardia, bundle-branch block, and angina pectoris." 
It is especially informative when repeated record- 
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Fig. 4.—Comparison of anesthesiologist’s risk rating and 
incidence of operative and postoperative complications. 


ings of the same patient are taken at intervals and 
compared.” Some investigators have used it in con- 
junction with a standard exercise test. 

We have found increased operative and post- 
operative morbidity and mortality in the patients 
with abnormal ballistocardiograms in this series. 


Although extreme caution should be exercised in 
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the interpretation of one single resting record, a 
nearly normal ballistocardiogram in the elderly pa- 
tient justifies a more optimistic outlook, and a poor 
one in the younger serves as a warning signal. 

Cooperative effort on the part of the patient is 
a necessity for any ventilation test, and ease in 
performance contributes greatly to accuracy of the 
results. The convenience in using a Gaensler-Collins 
vitalometer for ventilation tests has been shown by 
Miller, and Wu, and Johnson.‘ 

Gaensler,"’ in 1951, used the timed vital capacity 
instead of the maximum breathing capacity for the 
detection of faulty expiratory flow rate. He found 
good correlation between the maximum breathing 
capacity and the first one-second portion of the 
expiratory vital capacity in the normal individuals. 
Miller and co-workers '* demonstrated that the first 
0.5-second portion of the expiratory vital capacity 
truly represents the maximum air flow; that it cor- 
relates well with the maximum breathing capacity 
in normal persons, and is superior to the maximum 
breathing capacity test in patients with abnormal 
ventilation because it is not affected by evxtra- 
pulmonary factors. 

The purpose of these ventilation tests is to enable 
us to avoid a major surgical procedure on the very 
few prohibitive respiratory risks and to establish 
optimum operative conditions for other patients by 
determining the necessity for preoperative respira- 
tory therapy. Patients who have marked obstructive 
lesions should receive bronchodilators, expectorants, 
and, in some cases, antibiotics preoperatively.’ 

It is not the purpose of this presentation to go 
into the equally important aspects of renal function, 
blood volume, and electrolyte balance. Certainly, 
a fairly complete clinical chemistry and blood vol- 
ume determination should be part of the routine 
preoperative examination of the geriatric patients. 
Abnormalities should be corrected accordingly be- 
fore the surgery. 


Summary and Conclusions 


Simple tests including a 12-lead electrocardio- 
gram, ballistocardiogram, and one-breath ventilation 
test for vital capacity and 0.5-second expiratory 
capacity were incorporated as part of a preanes- 
thesia evaluation program for 482 geriatric patients. 
Correlation of the data with the subsequent opera- 
tive and postoperative course indicated an increase 
in the incidence of postoperative complications in 
patients having abnormal ballistocardiograms and 
ventilatory defects. The usual method of evaluation 
of preoperative risk by clinical impression is of 
little value in geriatric patients. Definitive evidence 
of degenerative cardiopulmonary disease can often 
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be elicited in the older age groups and serves as 
a guide for conduction of anesthesia and postopera- 
tive therapy. 
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SEGMENTAL THROMBO-OBLITERATIVE DISEASE 
OF BRANCHES OF AORTIC ARCH 


SUCCESSFUL SURGICAL TREATMENT 
Denton A. Cooley, M.D., Houston, Texas 


1 thrombo-obliterative disease of branch- 
es of the aortic arch is a term used to designate 
a clinical entity resulting from occlusion of one or 
more of the major branches arising from the aortic 
arch and characterized by manifestations of ischemic 
disturbances and absence of pulses in the head, 
neck, and upper extremities. Other terms which 
have been applied to this condition are the aortic 
arch syndrome, pulseless disease, reverse coarcta- 
tion, Takayasu's disease, Martorell’s syndrome, and 
thrombotic obliteration of the branches of the aortic 
arch. Although the condition was well described by 
Broadbent ' in 1875, except for the report of Taka- 
yasu * in 1908, and subsequently of other Japanese 
ophthalmologists, little interest in the disease has 
been shown until recently, following particularly the 
report of Shimizu and Sano" in 1951. Their report 
with its eye-catching title, “pulseless disease,” re- 
ceived wide recognition and undoubtedly gave 
much impetus to the greater awareness of the con- 
dition. Since then an increasing number of reports 
have appeared in both the American and the Euro- 
pean literature, and in their recent thorough survey 
of these publications Kalmansohn and Kalmansohn ‘ 

were able to collect 90 cases. Contrary to earlier 
indication that the disease was predominantly of 
Japanese origin, these reports would suggest that it 
has widespread geographical distribution and prob- 
ably occurs more frequently than previously real- 
ized 


The etiology of this condition remains obscure, 
although various factors have been proposed as con- 
tributing to its causation, including syphilitic aortitis, 
nonspecific arteritis, atheromatosis, thromboangiitis 
obliterans, trauma, allergic reaction, and specific 
infections. These and other considerations of the 
etiology and pathogenesis recently have been thor- 
oughly discussed by Ross and McKusick* and by 
Kalmansohn and Kalmansohn * in their extensive re- 
views of this subject. The disease tends to occur 
predominantly in young women; however, more 
recently, an increasing number of cases has been 
found in members of the male sex, and persons af- 
flicted with it in the second through the seventh age 
decades have been encountered. 


From the Cora and Webb Mading Department of 


Certain pathological features of the disease are 
noteworthy since, as will be indicated later, they 
have a significant bearing upon therapy. First, the 
pathological process appears to be fairly well local- 
ized, involving primarily the innominate, carotid, 
and subclavian arteries. The disease rarely extends 
beyond the course of these vessels in the neck, and 
proximally is limited to their origin from the aortic 
arch. Thus, the obliterative process seems to be 
quite segmental in character, with relatively normal 
arterial lumens proximally and distally. In this re- 
spect, the disease appears to be similar to the 
Leriche syndrome (thrombotic obliteration of the 
terminal abdominal aorta and bifurcation ). Another 
noteworthy feature is that the histological nature of 
the lesion suggests periarteritis nodosa with intimal 
proliferation and thrombotic obliteration of the 
lumen, as well as fibroblastic proliferation of the 
media and adventitia. 


as 

Thrombo-obliterative disease of the 

branches of the aortic arch couses symptoms 

of ischemia in the head and upper extremi- 

ties. In the two cases here described it was 

sharply delimited. In the first case its location 

was determined with the help of aor- 

tography, in the second, the physical findings 

with usual chest roentgenogroms sufficed. In 

the first case two incisions in the neck were 

needed to settle the diagnosis and to per- 

mit thromboendarterectomy at the level of 

the corotid sinus; in addition, a right anterior 

thoracotomy in the second interspoce was 

needed, and a bifurcated nylon tube was in- 

serted to lead from the aorta past the ob- V ile 

structed brachiocephalic trunk to the right 195% 

subclavian and common carotid arteries. In 

the second case an obstruction involving the 

left subclavian artery was removed by throm- 

boendarterectomy. Normal pulsations reap- 

peared in the arteries distal to the site of 

operation in each cose. Both patients were 

relieved of symptoms and were able to re- 

turn to work. 

«s of the Meth- 
odist, Veterans Admimistration, and Jefferson Davis Hospitals. 


Vol. 166, No. 9 


The clinical manifestations of the disease are 
rather protean, depending upon the nature and ex- 
tent of the obliterative process and the adequacy of 
collateral circulation. ia general, they may be classi- 
fied into categories according to the parts of the 


ischemia vary considerably from relatively mild 

of headache, vertigo, and fainting attacks 
to more severe epileptiform convulsions and actual 
paralysis. Ocular disturbances range from photopsia 
to blindness. Skin and muscle atrophy, and even 
ulcerative lesions in the face, may occur as a result 
of inadequacy of circulation to these parts. Symp- 
toms of arterial insufficiency in the upper extremities 
are usually mild, consisting mainly of weakness, in- 
creased fatigability, paresthesia, and occasionally 
claudication. Trophic changes are also mild and 
ischemic lesions are uncommon. The most striking 
findings in the upper extremities are absence of 
pulsations and of dctectable blood pressure. Insidi- 
ous in onset, the disease tends to assume a gradual 
course extending over a number of years with pro- 
gressive increase in symptoms, cerebral ischemia be- 
ing the most common cause of death. 

Treatment of this disease by various medical 
means has been generally disappointing. Obviously, 
effective therapy must be directed toward restora- 
tion of normal blood flow, an objective which may 
best be approached by surgical means. As far as we 
have been able to determine from a review of the 
literature this has been attempted in only four cases. 
The first two cases were reported by Shimizu and 
Sano." In one of the patients the procedure con- 
sisted of thrombectomy through the sacrificed ex- 
ternal carotid artery, with denervation of the carotid 
sinus and removal of the carotid body; this opera- 
tion was followed by “some relief.” In the other 
patient, who had occlusion of the right subclavian 
and common carotid arteries, the procedure con- 
sisted of resection of the carotid bifurcation and the 
use of a venous homograft between the common 
and internal carotid arteries after sacrificing the ex- 
ternal carotid artery. Although the syncopal attacks 
were relieved, an arteriogram “did not demonstrate 
much blood flow into the brain through this graft.” 
In the third case, a modified endarterectomy of the 
left common carotid artery was performed by ex- 
posing the vessel in the neck and passing a probe 
proximally through the patent but contracted lumen 
into the aorta. A free flow of blood was obtained 
and pulsations in the artery restored, but the final 
result of this case was apparently not entirely satis- 
factory, since a subsequent operation became neces- 
sary. This second operation consisted of grafting the 
aorta of an infant between the aortic arch and the 
patent portion of the common carotid artery, and 
was followed by alleviation of dizziness, tinnitus, 
and convulsions.” In the fourth patient, who 
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had occlusion of the innominate artery and partial 
obstruction of the left subclavian artery, thrombo- 
endarterectomy of the innominate artery was per- 
formed through a right anterior thoracotomy 
approach.” This resulted in improvement of the 
symptoms referable to the central nervous system 
and to the development of a “weak carotid pulse,” 
but pulses in the right arm remained absent. 

In the light of these observations, which reflect a 
paucity of surgical experience in this disease and 
indicate the generally equivocal results obtained, it 
seems desirable to report the following two cases in 
which the methods of surgical treatment employed 
were followed by complete restoration of normal 
circulation in the arterial bed of the occluded great 
vessels, Of added interest is the fact that they repre- 
sent successful surgical treatment of claudication in 
the upper extremity and are the only recorded cases 
in which treatment was directed toward this symp- 


tom. 
Report of Cases 


Case 1.—A man 51 years old was admitted on Dec. 17, 
1956, to the Houston Veterans Administration Hovpital be- 
cause of pain and weakness in the right upper extremity. 
Six months prior to admission, he had been forced to discon- 
tinue work as a painter because of claudication in the right 
forearm and arm. He had had no visual symptoms, syncopal 
attacks, of convulsions, the only symptoms indicating possi- 
ble cerebral ischemia were lassitude and generalized weak- 
ness. He had lost 18 Th. (8S kg.) during the six months prior 
to admission. 

At the time of admission his blood pressure was 130/70 
mm. He in the left arm and unobtainable in the right arm. 
No pulses were palpable in the right upper extremity. In 
the neck, subclavian and carotid pulsations were absent on 
the right but present on the left side. The temporal artery 
— was absent on the right but present on the left. Venous 

mg was diminished over the right forehead and in the 
right arm. On funduscopic examination only early arterio- 
sclerotic changes were noted. Positive neurological signs were 
confined to the right arm and consisted of absence of deep 

m reflexes, with an area of anesthesia over the ante- 
cubital space. The right arm and forearm were easily fa- 
tigued on exercise, but no atrophic changes were observed. 

Laboratory studies revealed the hematocrit value to be 
45%; hemoglobin level 15 gm. per 100 ml, and leukocyte 
count 8,500 per cubic millimeter, with 63% neutrophils, 3% 
32% lymphocytes, monocytes, and eosino- 
phils. The specific gravity of the urine was 1.008 on two 
occasions. The blood urea nitrogen level was 9 mg. per 
100 ml. A Venereal Disease Research Laboratory floccula- 
tion test and a Kahn precipitation test were nonreactive on 
two occasions. Results of a Treponema pallidum imnmeobiliza- 
tion test were negative. Electrocardiographic tracings were 
within normal limits. No abnormalities could be detected in 
routine roentgenograms of the chest. An aortogram made 
after intravenous injection of sodium acetrizoate (Urokon 
sodium) demonstrated complete occlusion of the innominate 
artery near its origin and patent left common carotid and 
subclavian arteries (fig. 1). Oscillographic and plethysmo- 
graphic studies showed severe reduction of arterial circula- 
tion in the right arm and hand. 

A diagnosis of thrombo-obliterative disease involving the 
innominate artery was made (fig. 1). Although the aorto- 
gram did not reveal the distal limits of the occlusive lesion, 
it was postulated that the obliterative process was segmental 
in nature and that patency of the peripheral arterial bed 
existed. It was further assumed that this condition would 


human body—brain, eyes, face, and upper extremi- 
ties—affected by the arterial insufficiency. The neu- 
rological disturbances resulting from cerebral 
66 
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Fig. 1.—A, aortogram in case 1, after intravenous 
of sodium acetrizoate (Urokon sodium), showing occlusion 
of innominate artery near its origin and patency of left 
common carotid and left subclavian arteries. B, diagram in- 
dicating by shaded area the extent of occlusion. 


ately above the clavicle the right subclavian artery was 
exposed. Palpation revealed no pulsation in the artery, but 
a compressible lumen was found beginning at about the 
origin of the thyrocervical trunk. A small arteriotomy in this 
region confirmed the presence of a patent lumen with 
retrograde blood flow. A second small cervical incision 
was then made to expose the carotid bifurcation. After the 
right common carotid artery was mobilized for a few centi- 
meters proximal to its bifurcation, and the internal and the 
external carotid arteries for a similar distance distally, it was 
found that the thrombotic obliterative process extended 
throughout the common carotid artery and its bifurcation. 
Both the internal and external carotid arteries, however, 
were found to have compressible lumens beginning about 
2 em. distal to their origin. The common carotid artery was 
then transected at a point approximately 2 cm. proximal to 
its bifurcation, revealing an organized thrombus filling its 

The proximal end was ligated and thromboendarte- 
rectomy was performed in the distal end. After removal of 
this thrombotic process through the carotid bifurcation, a 
normal lumen was established in this distal segment with 
vigorous retrograde flow from both internal and external 
carotid arteries. 

A right anterior thoracotomy through an incision in the 
second interspace was then made in order to expose the 
ascending aorta. The mediastinal pleura was incised and 
mobilized sufficiently to provide adequate exposure of the 
ascending aorta. A curved clamp was applied to the antero- 
lateral wall of the ascending aorta, thus excluding a portion 
of its wall, through which an incision about 3 om. in length 
was made. To this aortotomy the trunk of an Edwards-Tapp 
nylon bifurcation tube was anastomosed, end to side, using 
a continuous suture of 000 arterial silk (fig. 2). The two 
limbs of the nylon tube were then passed through the 
superior mediastinum and the thoracic outlet into the neck. 
One limb was brought into the supraclavicular incision and 
anastomosed end to side to the subclavian artery with con- 
tinuous 0000 arterial silk (fig. 3). The other limb was 


Case 2.—A man 47 years old was admitted on March 20, 
1957, to Methodist Hospital with the chicf complaint of 
pain in the left arm and shoulder, weakness, and increased 


ay: These symptoms began about 18 months prior 


Fig. 2.—A, photograph made at operation in case 1, show- 
ing end-to-side anastomosis of the nylon bifurcation tube to 
anterolateral wall of ascending aorta. B, diagram illustrating 
relation of this part of operation (represented in square 
frame) to distal anastomoses of nylon tube to subclavian 
and carotid arteries to bypass innominate artery obstruction. 


pain and aching sensations below the elbow, and any at- 
tempt by the patient to work with his hand higher than his 
head produced a helpless and numb feeling in the left arm. 
After strenuous exercise in November, 1956, he had aching 
pain in his left arm and fingers which lasted for two days 
and was accompanied by considerable soreness of the fore- 
arm, 
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probably be found in the subclavian artery just distal to its brought up to the superior cervical incision and anastomosed 
origin from the innominate and in the internal and external end to end to the endarterectomized common carotid artery 
carotid arteries near the bifurcation. Accordingly, at opera- (fig. 4). Immediately after release of the occluding clamps, 
tion on Jan. 4, 1957, the right supraclavicular region was strong pulsations could be palpated in the subclavian, in- 
approached first, and through an oblique incision immedi- ternal, and external carotid arteries as well as in the right 
radial and temporal arteries. 
The patient made an uneventful recovery and was dis- 
ag charged from the hospital in ewellent condition on Jan. 30, 
1957. Oscillographic and plethysmographic studies following 
operation showed striking improvement in circulation to the 
right upper extremity. An aortogram made after operation 
revealed the nylon bypass graft to be patent and functioning 
well, with blood flow to both the subclavian and right 
common carotid arteries (fig. 5). At the last examination, a 
little over three months after operation, the patient stated 
that he was completely relieved of his previous symptoms 
of claudication in the right arm and that he was again work- 
ing as a house painter. The right temporal and radial pulses 
were bounding and blood pressure in the right arm was 
normal 
ae Pathological studies of the excised specimen revealed a 
es central core of a somewhat laminated well-organized throm- 
* bus with an irregular surrounding layer of intimal prolifera- 
thon. 
head of the humerus and also occurred posteriorly beneath 
the left scapula. Exercise of the hand and forearm produced 
Vv l 
( 195 
| 
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a 
end-to-side anastomosis of one limb of bifurcation 


tube to right subclavian artery and extension of other limb 
upward toward carotid bifurcation with vagus nerve lying 


LF 


Fig. 4.—A, show- 
ing end-to-end anastomosis between one limb of nylon 
bifurcation tube and distal ceieenal segment of 
common carotid artery just proximal to its bifurcation. 
Hypoglossal nerve may be seen beneath superior retractor. 
B, diagram representing this part of operation (in framed 
rectangle) and its relationship to completed operation. 


countered in which the aortic lumen has been ob- 
literated. The distal extent of the lesion is variable, 
but the lesion rarely extends much beyond the 
bifurcation of the common carotid arteries and the 
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On physical examination his blood pressure was 130/80 sutures (fig. 6B). The clamps were released and a satisfac- 
mm. Hg in the right arm. There was evidence of vascular tory pulse returned in the left arm. The thoracotomy and 
insufficiency in the left hand as manifested by the Allen test. cervical incisions were repaired. 
No pulses were palpable at the wrist or in the brachial The patient's postoperative course was uneventful, and he 
region, and blood pressure in the left arm was not obtain- was discharged from the hospital on March 29, 1957. Im- 
mediately after operation the left radial pulse was palpable, 
™ = : and it has since remained normal. Blood pressure in the left 
. 4 er .- arm was also restored to normal (130/80 mm. Hg). The 
hand and forearm remained warm and caused no further 
pain. Arteriographic studies following operation demon- 
r ——— ee, strated normal patency of the left subclavian artery. Follow- 
me ae up examination six weeks after operation revealed the pa- 
y —-X \ tient to be symptom-free, and he had returned to work. 
ey. ~~ \\ Histopathological studies of the excised specimen revealed 
; . YS that it consisted of laminated thrombus which was fairly 
well organized with a surrounding edge of endothelium 
containing some lipid substances, indicating a moderate 
degree of intimal proliferation. 
J Comment 
é/ Although the etiology of segmental thrombo-ob- 
fo literative disease of branches of the aortic arch re- 
' 7 mains obscure, its pathological features have been 
» » & well established and are fairly characteristic. In this 
} regard the most important consideration is the fact 
that the thrombo-obliterative process is well local- 
ized, even when it involves all the major branches 
of the aortic arch. The obliterative lesion usually 
begins at or near the origin of the great vessels 
foom tho arch. Mo caso bes bern 
66 just medially. B, diagram indicating these structures (in 
8 framed rectangle) and their relationship to the completed v7) 
operation. 
4 
able. Pulsations in both common carotid arteries were 
normal. There was no evidence of a Horner's syndrome, and so” ee 
tests for scalenus anticus syndrome were negative. He was i 
otherwise healthy and well developed. 
Laboratory studies revealed a normal hemogram and fe 
urinalysis. Serologic tests for syphilis, including the Venereal a 
Disease Research Laboratory test, were negative. Roentgeno- 
grams of the chest revealed no cardiac enlargement pr ab- N 
normality in the superior mediastinum. : 
A diagnosis of thrombo-obliterative disease of the left 4 
subclavian artery was made, and operation was performed , } 
on March 21, 1957. With the patient lying in the supine “. 
position with his head turned to the right, a left supra- 
clavicular transverse cervical incision was made, and the 
subclavian and axillary arteries were exposed after dividing 
the scalenus anticus muscle. The distal portion of the sub- 
clavian artery was patent, but a thrombus could be palpated 
in the proximal undivided subclavian artery. There was | 
adequate flow in the axillary vessel distally and no evidence ote a 
of arteriosclerotic mural changes. A left anterior incision in « 4 
the second intercostal space was made and exploratory 
thoracotomy was performed. The left common carotid artery , Sa Oe 
aortic arch was mobilized and a traction tape was passed 
about the arch. A curved arterial clamp was then placed 
across the base of the subclavian artery, occluding a portion 
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supraclavicular portion of the subclavian arteries. 
Thus, like the Leriche syndrome, the occlusive proc- 
ess is segmented in character, with a patent lumen 
in the aorta proximally and a patent peripheral 
arterial bed distally. The significance of this for- 
tunate pathological feature of the disease lies in the 
fact that it permits direct surgical attack upon the 
occlusive process in reestablishing arterial continuity 
and normal circulation. 

Several methods of surgical treatment are avail- 
able for this purpose, namely, thromboendarte- 
rectomy, excision with graft replacement, and the use 
of a bypass graft. The indications for each of these 
procedures are dependent upon the location, extent, 
and nature of the occlusive process. In short, well- 
localized occlusive lesions such as that encountered 
in case 2, thromboendarterectomy may prove en- 
tirely adequate in reestablishing normal blood flow. 
In most cases, however, the thrombo-obliterative 
process is likely to be more extensive and tends to 
involve the entire length of these vessels. Under 
these circumstances we believe that the bypass is 
the procedure of choice. For one thing, it has the 
advantage of simplifying the surgical procedure and 
minimizing the extent of operative trauma. For an- 
other, it is less likely to produce injury or inter- 
ference with established collateral vessels. In some 


Fig. 5.—A, angiocardiogram made one month after opera- 
tion in case 1, showing patent and functioning nylon bifur- 
cation tube attached to ascending aorta. B, diagram showing 
relationships. 


instances it may be desirable to combine it with 
thromboendarterectomy of a short distal segment, as 
illustrated in case 2 described herein. Even in cases 
in which all of the major branches of the aortic arch 
are involved, it may be effectively employed simply 
by attaching additional limbs to the bypass graft. 
Since a proximal source of blood flow is available 


J.A.M.A., March 1, 1958 


the application of this procedure is the establish- 

ment of a patent lumen in the arteries distal to the 

obstruction. This can readily be determined by ex- 


posure of these vessels through small incisions in 
the neck. 


Fig. 6.—Diagram illustrating (A) location and extent of 
thrombo-obliterative lesion (represented by black area) in- 
volving left subclavian artery in case 2 and (B) operative 
procedure, consisting of longitudinal arteriotomy, thrombo- 
endarterectomy, and suture repair. 


Summary 


Segmental thrombo-obliterative disease of the 
branches of the aortic arch, which has also been 
designated as the aortic arch syndrome, pulseless 
disease, Takayasu's disease, and Martorell’s syn- 
drome, is a clinical entity resulting from occlusion of 
one or more of the great vessels arising from the 
aortic arch and characterized by manifestations of 
ischemic disturbances and absence of pulses in the 
head, neck, and upper extremities. 

Although the etiology of this condition remains 
obscure, its pathological features are fairly char- 
acteristic. Most significant in this regard is the fact 
that the thrombo-obliterative process tends to be 
fairly well localized and segmental in character. The 
occlusive lesion usually begins at or near the origin 
of the great vessels arising from the aortic arch and 
rarely extends much beyond the bifurcation of the 
common carotid arteries or the supraclavicular por- 
tion of the subclavian arteries. This fortunate pa- 
thological feature of the disease thus permits direct 
surgical attack upon the lesion in reestablishing 
normal circulation. 

Surgical treatment was successfully applied in two 
cases, in one by the use of the bypass principle and 
in the other by thromboendarterectomy. In both of 
these cases surgery was followed by complete relief 
of symptoms and restoration of normal circulation. 
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CARDIAC OUTPUT AND TOTAL PERIPHERAL RESISTANCE 
IN ANESTHESIOLOGY 


CLINICAL APPLICATIONS 


Barnett A. Greene, M.D., Brooklyn, N. Y. 


Surgical anesthesia is an experiment in physiolo- 
gy and pharmacology. Even the expert anesthesi- 
ologist is often perplexed in attempting to coordi- 
nate the multitude of isolated facts related to the 
patient's preoperative disease and condition, surgi- 
cal stimuli and positions, deviations of blood vol- 
ume, derangements of water, mineral, and carbo- 
hydrate metabolism, variations in temperature, and 
changes induced by anesthetic agents and tech- 
niques. It is a tribute to clinical art that the anes- 
thesiologist can depend on such simple data as 
changes in blood pressure and heart rate to com- 
prehend the net circulatory changes resulting from 
the great number of external influences imposed by 
the surgeon and anesthesiologist multiplied by the 
complex variety of internal responses of the patient. 

The usual data may not suffice, however, in the 
management of anesthesia for more complicated 
and prolonged operations in “poor-risk” patients. 
In these difficult situations the most important prob- 
lems are the prevention and treatment of circula- 
tory derangements. Despite much recent progress 
in anesthesiology, the treatment of hypotensive 
states is still frequently unsatisfactory, as evidenced 
by the wasteful or harmful abuse of transfusions, 
the nonspecific “shotgun” administration of artere- 
nol, and the failure to recognize myocardial in- 
sufficiency during operation. Apparently we still 
often need more refined data for prompt and deci- 
sive Giagnestic and therapeutic opinions in cardio- 
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position or maneuver). The “lL” maneuver is 
a clinical aid in the management of cardio- 


vascular anesthesiology. Such clinical information 
may be obtained by the application of studies of 
cardiac output and total peripheral resistance. 
Valuable contributions to this field have been 
produced with methods and concepts generated by 
the pioneer work of Cournand and his associates in 
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66 Total peripheral resistance is defined and 
g measured in terms of the force required to 
maintain blood flow from the root of the 
aorta to the venous exit into the auricles. 
Observing changes only in blood pressure 
and heart rate may not suffice in the man- 
agement of anesthesia for complicated and 
prolonged operations in “ poor-risk’’ patients. 
in these difficult situations the most im- 
portant problems are the prevention and 
treatment of circulatory derangements. The 
stroke-volume (pulse-pressure) formulas are 
ideal for the investigation of problems in- 
volving acute fluctuations in blood pressure. 
The clinical anesthesiologist can estimate 
cardiac output and total peripheral resistance 
with ordinary clinical dato. The most valuable 
clinical application of the stroke-volume 
formulas has been to evaluate and interpret 
the pressor effect of 90-degree passive ele- 
vation of the lower extremities (the “L” 
vascular changes associated with anesthesia. 


1942. They revolutionized human cardiovascular 
physiology in applying cardiac catheterization and 
the direct Fick principle to man. Direct Fick meth- 
ods then served in calibrating and evaluating other 
methods of cardiac and total pe- 
ripheral resistance, viz., (1) indirect Fick methods, 
employing carbon dioxide or acetylene; (2) dye- 


associates" have not been utilized by anesthesi- 


ologists. 

In 1956 the two blood pressure methods of esti- 
mating cardiac output were applied in excellent 
studies by two independent teams of expert investi- 
gators. Assali and his associates employed a for- 
mula of Starr in investigating the hemodynamic ef- 
and Veratrum drugs.‘ Hendricks 


ologists are primarily interested in obtaining values 
of cardiac output and tetal peripheral resistance 
show transient trends and variations in rela- 


accuracy they would be quite content.” 
The experimental investigator may find the pulse- 
pressure methods leave much to be desired. For 
the clinical anesthesiologist, however, they “furnish 
a great deal of useful information as to the direc- 
tion and general magnitude of cardiac output 
changes. After all, the flow changes with which he 
is most concerned tend to be larger than the in- 
trinsic error. In case of critical or small changes 
in flow, corroborative support from a direct cardiac 
output determination would, of course, be neces- 


The accuracy of the blood pressure methods com- 
ey favorably with the more complicated direct 
and dye-dilution methods, especially for clin- 


levels of cardiac output below that given by Fick 


tus he now has, — 
th Gun quand ty ane out- 


put methods in a wide variety of clinical and physiologic 
conditions ... this sim method will suffice to measure 
cardiac output in most clinical conditions with an accuracy 


commensurate with our present ability to use this know 

to the advantage of our patients... Indeed means are now 
a rough estimation of cardiac output as 
physicians taking the blood pressure row can interpret 
their findings with greater insight into their physiologic 
meaning. 


This report has two objectives: first, to demon- 
strate the value of the stroke-volume ( pulse-pres- 
sure) formulas as investigative tools in the hands 
of the clinical ; secondly, to illustrate 
the application of data based on studies of cardiac 
output and total peripheral resistance to the better 
management of problems in the practice of anes- 


Basic Physiology 

Determinations of arterial blood pressure and 
heart rate are only reflections of the fundamental 
factors, cardiac output and total peripheral resist- 
ance: BP a CO x TPR. Cardiac output, ace 
milliliters per minute, is the minute volume 
blood ejected by a ventricle, i. e., the stroke volume 
< heart rate. The stroke volume of the average 
healthy man is 70 to 80 ml., although each ventricle 
has a normal capacity of approximately 200 ml. and 
contains about 100 ml. of residual blood at the end 
of systole. The minute volume under basal condi- 
tions varies from 3 to 4.6 liters by the Grollman 
acetylene method or 5.5 liters by the Cournand 
direct Fick method. When expressed in relation to 
surface area, cardiac output becomes cardiac index; 
it averages 2.2 liters per square meter (Grollman ) 
or 3.3 liters per square meter (Cournand). Like 
basal metabolism, cardiac output is proportional to 
surface area in normal persons and may be approxi- 
mated with a small error by the use of average body 
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ical application. Comparison of the dye injection 
and the direct Fick method has shown variations up 
to 25%.° The direct Fick method contains an intrin- 
sic error of 15 to 20%." The Remington method has 
agreed within 25% with the dye-dilution method in 

dilution; (3) ballistocardiograph; and (4) pulse- ee 

pressure (stroke-volume ) formulas. and dye methods but approximate closely the levels 

Many anesthesiologists and physiologists have obtained by the acetylene, nitrous oxide, and ethyl 
analyzed the hemodynamic effects of anesthetic iodide methods. The trend and percentage change 
agents and methods in man‘ with use of the direct of cardiac output with the Starr formulas are the 

Fick, dye-dilution, or ballistocardiographic meth- same as those obtained by the direct Fick method. 

ods. The pulse-pressure formulas developed by The same conclusions have always been drawn from 

Remington and his co-workers * and Starr and his any study in which the Starr method has been com- 

ee pared with cardiac output measurements secured 
by elaborate cardiac output methods.” As expressed 

...@ rough cardiac output method is now available, so 

simple that it can be applied by any physician with the 

and Quilligan based a superlative study of cardiac as 
output during labor on the pulse-pressure method 

of Remington and Hamilton.’ Both groups found 

results consistent with the data that they obtained 

with a laboratory method of measuring cardiac V 1é 

output. 195& 

The stroke-volume (pulse-pressure) formulas 

are ideal for the investigation of problems involv- 

tion to drugs, surgical positions, and other factors ee 

acting on an individual patient during a given op- 

eration. Absolute values of cardiac output and total /— 

peripheral resistance are less important than con- ——— 

tinuous and immediately comparable values. For 

this clinical purpose one requires only the accurate 
measurement of blood pressure and the formulas of 
Starr or Remington. How well the results satisfy the 
need depends upon one’s viewpoint. If workers 
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surfaces, 1.8 square meter (male adult) and 1.6 
square meter (female adult). In proportion to 
weight, cardiac output averages 62 ml. per kilogram 
per minute. 

Total peripheral resistance is defined and meas- 
ured in terms of the force required to maintain 
blood flow from the root of the aorta to the venous 
exit into the auricles. In clinical anesthetic situa- 
tions, the only important factor in total peripheral 
resistance is the arteriolar bed. Total peripheral re- 
sistance varies directly with the mean blood pres- 
sure and inversely with the rate of blood flow, i. e., 
CO. TPR is calculated by dividing the mean blood 
pressure (diastolic pressure + 's pulse pressure ) by 
the cardiac output per second and multiplying the 
ratio by 1,332 in order to reduce it to the conven- 
tional unit of dynes per second per centimeter, 
which is also termed “absolute unit of force” (a. u.). 


TPR (in dynes/sec./em.)= mean BP in mm. Hg 


(an.) 
= mean BP in dynes/em.’ 
CO in cm." / sec. 


In normal man, total peripheral resistance aver- 
ages 1,250 a. u., with a range of 600 to 2,000 a. u.; it 
may be as high as 5,000 in hypertensive disease. 


Formulary Methods of Estimation 
of Cardiac Output 


Since total peripheral resistance is measured in 
terms of arterial blood pressure and cardiac output, 
and since cardiac output is satisfactorily computed 
for clinical purposes from arterial blood pressures, 
can estimate cardiac 


Starr's formulas for the estimation of cardiac out- 
put, based on auscultatory blood pressure readings, 
are as follows: 

When the disappearance of sounds is used to indi- 
cate diastolic pressure, Starr's formula for the esti- 
mation of cardiac output is his equation 72," namely, 
Stroke volume (cc.) = 100 + 0.5 pulse pressure — 0.6 dia- 

stolic pressure — 0.6 age (yr.) 
Cardiac output = stroke volume x heart rate 

When the point of muffling of sounds is taken to 
indicate diastolic pressure, Starr's formula is his 
equation 68," namely, 

Stroke volume (cc.) = 93 + 0.54 pulse pressure — 0.47 
diastolic pressure — 0.61 age (yr.) 
Cardiac output = stroke volume x heart rate 

Wherever possible an average of multiple deter- 
minations of blood pressure is used to increase the 
accuracy of the estimate of cardiac output. 


Pressure. Vol. re. Vol. Pressure. Vol. 
Mm. He Factor,.Ce Mm. He Mm He Faetor, Ce. 
» w 1 o 1468 
iz = 173 
~ we an 178 

o 71 176 
* Reference fe, page #6. 
pressure the factor 
is substituted. 120 mm. Hg 


the corrected pulse pressure becomes 
Cardiac index = corrected x heart rate 
Cardiac output = 
meters 


ly demonstrate characteristic trends and the general 
magnitude of cardiac output and total peripheral 
resistance. 

Figure 1 graphically shows the extremely high 


paratory hospitalization, thorough antithyroid medi- 
cation, and effective preoperative sedation. The 
surgeon gave me the responsibility of the decision 
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The estimation of cardiac output by the method 
of Remington and Hamilton also uses auscultatory 
determinations of arterial blood pressure.” The 
formulas and table of corrected “volume factors” 
are as follows: 
Pulse pressure is corrected for body size and for 
inflections in the aortic distensibility curve by the 
“volume factors” in the table. For each systolic and 
Factors for the Prediction of Stroke Volume, Per Square 
Meter of Body Surface, from the Pulse Pressure® 
when corrected becomes 100 and diastolic pressure 
82 mm. Hg when corrected becomes 64; therefore 
index is unnecessary when the primary interest is 
pe to study changes within a single patient under in- 
fluence of various conditions of anesthesia, with the 
patient serving as his own control. When cardiac 
output is desired for comparison with other meth- 
ods of measuring cardiac output, the cardiac index 
must be multiplied by body surface to convert it 
into cardiac output. 
output and total peripheral resistance with ordinary Clinical Applications 
Cintas! Cate. Estimation of Cardiac Output and Total Periph- 
eral Resistances in Specific Clinical Anesthetic 
cases.—The accompanying graphs (fig. 1 and 2) 
illustrate the application of Starr's formula ( equa- 
tion 72) to the estimation of cardiac output and 
total peripheral resistance every five minutes dur- 
ing anesthesia. The circulatory changes in hyper- 
thyroidism and spinal anesthesia were chosen as 
examples because they are well known and, there- 
fore, the results of our analysis can be better appre- 
ciated for their validity and value. The graphs clear- 
cardiac output and low total peripheral resistance 
characteristic of severe thyrotoxicosis, despite pre- 


| 


Fig. 1.—Cireulatory changes in thyrotoxicosis, thiopental anesthesia, 


head-up position, and posthypercapnia. 


intravenously given thiobarbiturate, meperidine, 

ne, and promethazine, (d) 10-degree 
head-up tilt (note the physiological fall in cardiac 
output and rise in total peripheral resistance ex- 
pected of this position ). 

When the patient was permitted to breathe air, 
total peripheral resistance fell steeply to a very low 
level and cardiac output physiologically rose in a 
compensatory response to maintain an adequate 
level of mean arterial blood pressure. The sharp fall 
in total peripheral resistance is characteristic of the 
immediate posthypercapnic state, as will be shown 


latory 
of spinal anesthesia for inguinal herniorrhaphy in 
a healthy 29-year-old male. The fall in cardiac out- 


clearly raises cardiac output while total peripheral 
resistance is little affected. 

Investigation of Uncertain Circulatory Effects of 
Anesthetic Agents and Techniques.—Investigation 
of anesthetic agents and techniques re- 
vealed the following circulatory effects. 

Spinal Anesthesia: The generally ac- 
cepted explanation of spinal hypotension 
is arteriolar dilatation in the anesthetized 
area due to paralysis of vasoconstrictor 
fibers in the anterior spinal nerve roots.'” 
On the other hand, there is excellent 
evidence for the primary cause being 
reduced cardiac output resulting from 
postarteriolar pooling of blood.” The 
stroke-volume formulas readily provide 
a clinically useful answer. As a rule, in 
spinal anesthesia systolic and pulse pres- 
sures fall more markedly than diastolic 
pressure, while the pulse rate is un- 
changed or decreased. With such data, 
calculation from a pulse-pressure form- 
ula shows a reduction in cardiac output 
(fig. 2). This conclusion is supported by 
our experience with the 90-degree leg- 
raising test which has always demon- 
strated a pressor effect and revealed 
venous pooling in spinal hypotension, 
unless myocardial failure or hypovolemia 
had supervened to complicate the prob- 
lem. In a minority of cases, however, 
decreased total peripheral resistance 
may accompany a fall in cardiac output, 
particularly when preexisting total peri- 
pheral resistance was high.’ Occasional- 
ly, decreased total peripheral resistance 
is more important than decreased car- 
diac output, more commonly in hypertensive pa- 
tients and especially when the vasovagal phe- 
nomenon supervenes.” By calculation from the 
pulse-pressure formulas such variations may be 
detected. 

Carbon Dioxide Effect: The pressor effect of mild 
to moderate degrees of hypercapnia during general 
anesthesia is well known but the mechanism is not. 
It has been attributed to stimulation of cardiac out- 
put or central increase of arteriolar constriction, or 
both. When cardiac output and total peripheral re- 
sistance are estimated from the usual clinical signs 
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to proceed with anesthesia and operation. I then later. The patient convalesced without crisis, prob- 
depended on the patient's response to induction of ably because of effective lowering of metabolism 
anesthesia with an intravenously given barbiturate, and cardiac output with icebags and thorough 
in this case methitural sodium. The fall in cardiac morphinization, and high oxygen inhalation therapy 
output and rise in total peripheral resistance were to meet metabolic need. 
typical and expected and, in this case, sufficiently 
impressive to favor the choice of continuing with 
anesthesia and operation. Thereafter cardiac output 
was kept down by the following measures: (a) oro- put and rise in total peripheral resistance are as 
tracheal intubation to reduce dead space, (b) semi- typical of spinal anesthetic hypotension as is the 
closed circle system of carbon dioxide absorption bradycardia... The 90-degree leg-raising maneuver 
and administration of 6 liters of nitrous oxide and 
3 liters of oxygen to minimize the rise of cardiac 
output and total peripheral resistance due to hyper- 
capnia, (c) maintenance of basal anesthesia with 
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of hypercapnia, viz.. marked rise in systolic and 
pulse pressures, moderate rise in diastolic pressure. 
and rapid or slow heart rate, the results are that 
total peripheral resistance is always increased mark- 
edly while cardiac output may be increased, un- 


Fig. 2.—Circulatory changes typical of spinal anesthetic 
hypotension and 90-degree leg raising. 


Posthypercapnic Hypotension: Data on the 
changes in cardiac output and total peripheral re- 
sistance in this common type of hypotension are 
meager. The usual observations are marked falls in 
systolic and diastolic pressures and a slow or rapid 
heart rate. When cardiac output and total peripheral 
resistance are calculated for the periods just before 
and after the fall in arterial pressure, the constant 
finding is a sudden reduction of the previously ele- 
vated total peripheral resistance (fig. 1 and 3). 
Cardiac output in the immediate posthypercapnic 
period frequently is elevated but soon falls; the 
changes in cardiac output often fail to offset the 
decline in total peripheral resistance. Regardless of 
the level of arterial pressure, the leg-raising maneu- 
ver has a pressor effect and thereby reveals venous 
pooling; apparently widespread venodilatation ac- 
companies the extreme arteriolar dilatation. 

Formulation of Ninety-Degree Elevation of Lower 
Extremities as a Test of Circulatory Function.—The 
most valuable clinical application of the stroke- 
volume formulas in my own practice has been to 
evaluate and interpret the pressor effect of 90- 
degree passive elevation of the lower extremities 
(hereafter termed the “L” position or maneuver ). 

Many physiologists and anesthesiologists have 
long recognized the value of this postural maneuver 
in hypotension caused by spinal” and thiopental 
anesthesia."" Conflicting explanations attribute the 
mechanism responsible for the effect of the “L” 
position either to a change in cardiac output caused 
by increased venous return” or to an increase in 
total peripheral resistance.” By rigidly standardiz- 


ing the performance of the “L” maneuver, stressing 
the importance of abrupt leg elevation and accurate 
measurement of systolic and diastolic pressure and 
pulse rate during the first 30 seconds, by applying 
the “L” position at every opportunity in many 
hundreds of cases during the past four years and 
carefully recording the changes, I have gathered a 
substantial body of data which may be summarized 
as follows: 

1. In 300 recumbent, rested normal subjects the 
“L” maneuver did not significantly affect systolic or 
diastolic pressure or heart rate. Therefore we may 
conclude that normal cardiac output and total pe- 
ripheral resistance are not influenced to a clinically 
detectable degree by leg raising. 

2. When the “L” maneuver significantly raised 
arterial pressure, systolic pressure rose more than 
10 mm. Hg; diastolic pressure and heart rate were 
changed little and inconstantly. Reasoning from the 

lse-pressure formulas, the pressor mechanism of 
Lookin is a rise in cardiac output, undoubtedly 
due to increased return of pooled blood in the post- 
arteriolar bed of the lower extremities. The 
effect appears within 5 to 10 seconds and is there- 
fore largely derived from emptying of veins. 

3. In hypotensive states caused purely by spinal 
(400 cases), epidural (28 cases), or intravenously 


administered barbiturate anesthesia (100 cases), 
the “L” position consistently revealed the presence 
of venous pooling and inadequate cardiac output. 


Fig. 3.—Circulatory changes in carbon dioxide retention 


followed by posthypercapnia hypotension. Note effect of 
90-degree leg raising. 


4. In 12 patients with simple vasovagal syncope 
and 27 “idiopathic” hypotensive patients, the “L” 
maneuver did not elevate arterial pressure. The 
mechanism of hypotension was therefore not related 
to a reduction in cardiac output by venous pooling. 
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g and inadequate cardiac output were im- 
portant factors, the primary cause of ap 
capnic hypotension, as shown earlier in report, 


reduced cardiac output due to venous pooling, e. g.. 
thiopental or spinal anesthesia, the normally expect- 
ed systolic pressor effect of the “L” position was not 
obtained when blood loss exceeded 750 to 1,000 ml. 
(observations based on 74 patients) or when myo- 
cardial failure was present (4 patients ). 


Comment 


My experience with the pulse-pressure formulas 
confirms their usefulness for our purpose. They 
have led to correct approximate conclusions re- 
garding the general trend of cardiac output and 
total peripheral resistance in anesthetized patients. 
The formulary methods have their limitations and 
exceptions, especially in patients with myocardial 
failure and other organic cardiovascular abnormali- 
ties. On the other hand, the value of formulary 
methods will not be underestimated if one is aware 
that even the dye-dilution and direct Fick methods 
are not sufficiently reliable to permit firm deductions 
from small changes in single individuals. 

Although estimates of cardiac output and total 
peripheral resistance with a formulary method may 
not be conclusive in every instance, a great deal of 
useful and stimulating information can readily be 
obtained from one’s daily cases. Not the least of the 
benefits is the enlarged viewpoint that results from 
the knowledge of changes in cardiac output and 
total peripheral resistance produced by drug, posi- 
tion, technique, or surgical manipulation. Examples 
of such considerations are as follows: 

1. The increase in cardiac output by atropine "' 
favors its use when a fall in cardiac output is to be 
minimized. 
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for 
“hypotensive anesthesia.” Indeed, reduction in car- 
diac output is more important than reduction in 
total peripheral resistance or the level of arterial 
blood pressure in minimizing surgical hemosrhage."* 
3. For premedication or antiemesis, promethazine, 
which does not significantly change cardiac output 
and total peripheral resistance,” is preferred to 
chlorpromazine except when the specific effect of 
the latter in decreasing total peripheral resistance 
is sought in lowering blood pressure or body tem- 
perature. 
4. Elevation of total peripheral resistance and 


cardiac output by retained carbon dioxide must be 
expected and evaluated whenever general anesthetic 
effects on circulation are considered. 


5. Ephedrine frequently fails as a vasopressor in 
spinal hypotension, especially when the reduction 
in cardiac output responsible for hypotension is 
associated with a mechanical factor interfering with 
venous return, e. g., full-term uterus, a flexed, prone, 
or hyperextended surgical position, surgical pads 
or retractors. When cardiac output is reduced be- 
cause of inadequate venous return, the inotropic 
and chronotropic effects of ephedrine frequently 
fail to augment stroke volume and cardiac output 
while the total peripheral resistance falls with ephed- 
rine.'* The desirable vasopressors, then, are phen- 
ylephrine and methoxamine, which increase vaso- 
motor tone, particularly in the veins where pooling 
of blood occurs in spinal anesthesia. 

6. The patient with the mechanical interference 
of mitral or aortic stenosis cannot increase left ven- 
tricular output called for by a reduction in total 
peripheral resistance. In the choice of anesthetic 
agents and management one should therefore avoid 
factors which reduce total peripheral resistance or 
increase cardiac output. Otherwise pulmonary ede- 
ma may follow in the wake of the increased amount 
of blood trapped in the pulmonary vasculature or, 
on the other hand, shock niay result from the un- 
compensated reduction in total peripheral resist- 


ance. 

The most practical result of these efforts at clin- 
ical detection of significant changes in cardiac out- 
put and total peripheral resistance has been the 
evaluation of the “L” maneuver as a clinical aid 
in the management of cardiovascular changes asso- 
ciated with anesthesia. The reliability and prac- 
ticability of the “L” maneuver place it in the same 
category with analogous tests of circulatory function 
as the Valsalva and the “tilt-back overshoot” ma- 
neuvers. 
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Since cardiac disease was absent, the inference may Pp 
be drawn that hypotension in these two syndromes t 
was due to reduced total peripheral resistance. eral resistance * is far more desirable than spinal 
5. In hypotension produced solely by premedica- and intravenous barbiturate anesthesia, which regu- 
tion with meperidine or morphine (147 cases), the larly reduce cardiac output. For the same reasons, 
“L” maneuver always had a systolic pressor effect, 
demonstrating the underlying reduction of cardiac 
output due to venous pooling. 
6. In 176 patients with uncomplicated posthyper- 
capnic hypotension, the “L” maneuver likewise 
caused significant systolic elevation. While venous 
is reduced total peripheral resistance. 
7. The “L” maneuver had no significant effect on 
blood pressure and heart rate in hypotension pro- 
duced by intravenously administered chlorproma- 
zine (20 to 530 mg.) in 10 normal subjects. This re 
“negative” response pointed to reduced total peri- 
pheral resistance as the primary mechanism of 
hypotension with chlorpromazine, as recently shown 
by Etsten and 
8. In hypotensive states primarily associated with 
V 
195§ 


This “negative” response to 90-degree leg ra 


occurs in three types of hypotensive states: (1) hy- 
povolemia, (2) myocardial failure, and (3) those 
usually caused by reduced total peripheral resist- 
ance, €. g., hag ne, vasovagal syncope, 
yperpyrexia 


h 

From the data gathered for this report and the 
published studies of others it is quite clear that 
venous pooling, with or without reduction in cardiac 
output, is an extremely common phenomenon. 
before laboratory evidence for this conclusion was 
accumulated surgeons had clinically established the 
value and universally adopted the safeguard of the 
Trendelenburg position. Emphasis on the “head- 
down” rather than the “feet-up” part of the position 
has been the custom because the former supposedly 
assures an adequate cerebral blood supply by the 
oversimplified logic of utilizing gravity to divert 
circulatory blood volume to the brain. Without the 
handicaps of the “head-down” position to pulmo- 
nary function, elevation of the lower extremities, 
especially when placed far above the usual maxi- 
mum of 30 degrees used with Trendelenburg posi- 
tion, is undoubtedly far more effective in correcting 
the vast majority of circulatory derangements dur- 
ing anesthesia and the immediate recovery period. 

The control of venous pooling and cardiac output 
has been studied by Smirk and Restall with water 
immersion and mechanical devices to lower and 
raise arterial blood pressure during various types of 
vasomotor depression and by Gardner and Dohn 
with the application of 10 to 20 mm. Hg pressure 
to the lower half of the body of anesthetized 
tients.'* Since Estes and associates have shown t 
total peripheral resistance is not significantly altered 
by inflation of an antigravity suit to 60 mm. Hg 
within 10 seconds,"* it seems likely that changes in 
cardiac output dominate the fluctuations of arterial 
blood pressure caused by mechanical measures ap- 
plied during the venomotor depression character- 
istic of most anesthetic agents and methods. A 
counterpressure garment promises to become a con- 
venient means of utilizing the circulatory advan- 
tages of the “feet-up” or “L” position during oper- 
ation. 
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The results of the 90-degree leg-raising maneuver Summary 
may be summarized as follows: The value j — a oo of 
1. A quick, early rise (fleeting or sustained) in 7 the 
systolic pressure greater than 10 mm. Hg is un- —— ‘ . : 
estimation of cardiac output and total peripheral 
equivocal evidence of a rise of cardiac output and sattenee fone * lemonstrated by analyzin 
reveals venous pooling. It is present (“positive”) in comparing, and graphing the trend and - 
hypotensive states, absolute or relative, produced 
by morphine idine, barbiturates. the post- magnitude of changes in cardiac output and total 
hypercapnic state, and spinal and epidural anes- of 
thesia. 2. At normotensive and hypertensive levels Weed i of ch li 
the “L” maneuver normally has no effect; if venous Ir yon 
pooling is present, however, the “L” maneuver is d 
“positive.” 3. The absence of a significant effect by 
the “L” mancuver during h seine, dimelictn on pooling and reduced cardiac output during and im- 
relative, indicates the absence of venous pooling. enter The mancuver has 
Rn] been formulated as a diagnostic test. As a prophy- 
| lactic and therapeutic measure the “L” position, or 
its equivalent in the counterpressure garment, is 

preferred to the “head-down” position. 

8902 Avenue A (36). 
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AIDS IN EARLY DIAGNOSIS OF TUMORS ON TIP OF NOSE 


per cent of the nose 
nevi, and the clinical diagnosis was incorrect in 
37% of the cases. Senile keratoses accounted for 5% 
Correlation of Histological and Clinical Diagnoses in 
fine of tha Mos to Wes Deno 
(linieal Incorrect 
tases, Diagnosis Clinteal 
Histological Diagnosis No Confirmed,% Diagnosis, % 
Basal cell epithelioma .......... 2 
Dermocellular mewue ........... 
Seborrheic keratoses ........... 6 
Senile keratoses 5 
Sebaceous adenoma ........... 4 w» 
Squamous cell carcinoma 
Verruca vulgaris 
Molluscum contagiosum ....... 1 
Granuioma annulare ........... 1 


of our cases. Here again, a 50% discrepancy ex 

isted between the clinical and the 
diagnosis. In our series, there were 6% basal cell 
carcinomas (seborrheic keratoses). The diagnosis 


our cases of squamous cell epithelioma were missed 
clinically. The table gives the correlation between 
histological and clinical diagnoses. 

One possible excuse for this difficulty in clinical 
diagnosis may be the fact that the skin over the 
tip of the nose is thick, adherent to the underlying 
cartilages, and abundantly supplied with sweat 
and sebaceous glands.’ Also, the rich blood supply 
of this area tends to increase the difficulties of the 
clinician. The combination of hypertrophic seba- 
ceous glands, telangiectasia, and a chronic low- 
grade inflammatory infiltrate frequently seen in 
individuals in the tumor age group masks a neo- 
plasm that may grow in such an area and distorts 
its 

Nevertheless, early diagnosis in this area is of 
paramount importance in the case of neoplasms, 
not only of the metastasizing type but also of the 


1010 
Response to Positive Pressure Inflation of Lung, J. Appl. 
Physiol. 42629-635 ( Feb.) 1952. 

11. McMichael, J.: Circulatory Failure Studied by Means Size; on Respiration, on Meta Rate and on Electro- 
of Venous Catheterization, Advances Int. Med. 2264-101, cardiogram, J. Clin. Invest. 168799-823 (Sept.) 1937. 
1947. 15. Gardner, W. J., and Dohn, D. F.: Antigravity Suit 

(G-Suit) in Surgery: Control of Blood Pressure in Sitting 
Position and in Hypotensive Anesthesia, J. A. M. A. 
@ 
Harry H. Haggart, M.D. 
and 
Desire J. A. Rebello, M.D., Cincinnati 4 
In our experience, an early accurate clinical 
differential diagnosis of soft tissue tumors about 
the tip of the nose is often difficult (fig. 1). Of 95 Of 95 soft tissue tumor lesions at the tip Vv 16 
such lesions on which a biopsy was done at the of the nose on which a biopsy was done, 19 
department of dermatology of the University of 58% were basal cell epitheliomas, and 21 % 38 
Cincinnati, 58% were basal cell epitheliomas, and of these were missed clinically. Difficulty in 
21% of these were missed clinically. Seventeen clinical diagnosis may be due to the fact 
that the skin over the tip of the nose is 
thick, adherent to underlying cartilages, and 
abundantly supplied with sweat and seba- 
ceous glands. Final diagnosis must be made 
by skin biopsy which reveals the cytology, 
the architecture, and also the depth to which 
a neoplasm has invaded the integument. 

was missed in 60% of these cases. Also, 60% of our 

cases of senile sebaceous hyperplasia and 60% of 

University of 

Christ Hospital. 

Read before the Section of Dermatology at the 106th Annual Meet- 
ing of the American Medical Association, New York, June 5, 1957. 


The final diagnosis must be made by skin biopsy 


department has shown that for solid tumors of the 
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locally malignant kind. The larger the neoplasm, The recognition of pigmented nevi of the mixed 
the more disfiguring the treatment whether it be and junctional types is facilitated by skin micro- 
radiologic or surgical. It is, therefore, incumbent scopy which brings out the spotty distribution of 
on the physician to use every diagnostic tool at his the pigment deposits, a phenomenon not evident 
command in order to arrive at a correct diagnosis to the naked eye in most cases. Goldman has shown 
as early as possible. However, in the last analysis, that even in the presence of scaling in the surround- 
the accuracy of a test in establishing a tissue diagno- cecil 3 
sis should determine its choice. Surely one should 
never destroy a lesion by surgical, chemical, elec- 
trosurgical, or radiologic methods without arriv- 
ing at a diagnosis first. | 
We have tried to evaluate the various diagnostic 
procedures available for clinical examination. Of ~ 
illumination is obviously the first step in the ex- 
amination, but this method is so frequently mis- = 
leading that we must resort to other methods. A D 
simple and useful diagnostic tool is the plastic »\ 
S-shaped diascope,’ which is of decided value in | * 
the differentiation of basal cell epitheliomas from 
the sebaceous gland hyperplasias so commonly | re 
seen in the aging skin (fig. 2). Magnifying glasses oF es & : 
or weak power head loups are also of some value a’ 
in examination, especially for the presbyopic ex- 4 . 4% 
aminer. Goldman has used various types of optical 
66 devices in the form of simple and compound micro- 4 a x 
scopes to study the pathological changes in situ 
8 in the living skin.” Skin microscopy, with use of >? , nN | 
| 
? Fig. 2.—A, basal cell epithelioma of nose. B, same lesion 
a under diascope. C, skin microscopy. D, 1.5-mm. punch 
biopsy. 
a El ni: ing skin, seborrheic keratoses do not show scaling. 
. a This fact together with the pigmentary changes 
a ae 3 helps to identify them. Later, in the evolution of 
_ a us seborrheic keratoses, the keratotic plugs and rugose 
J 4 a surface as seen under the skin miscroscope help to 
distinguish them from the freckle even before such 
UP ay | >. | ’ a differentiation can be made by inspection or by 
eS ” palpation. However, skin microscopes are usually 
‘\ ks “Se | not readily available, nor do most dermatologists 
which reveals the cytology, the architecture, and 
also the depth to which a neoplasm has invaded the 
the portable type of stereobinocular (4x to 15x) integument. In the case of the individual who re- 
with a powerful source of light, is valuable be- fuses biopsy, skin microscopy must suffice. Exfolia- __ 
cause it shows up more clearly the pearly character tive cytology has some value, particularly in viral 
and the telangiectasia of early basal cell epithelio- and bullous disorders of the skin, but work in the 
mas on the tip of the nose. ee 
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city (fig. 3). They can be done with a minimum 

expenditure of time in the office and without operat- 

ing room facilities or trained assistants. 


wound except when it is of adequate length. If not, 
it tends to fragment. There is frequently some com- 

obviated to some extent by attaching the punch 


| 


Fig. 3.—Biopsy material obtained by, A, scissors; B, 2-mm. punch; C, Bard-Parker no. 15 blade; and, D, razor blade. 


We have tried to obtain biopsy material by using 
various techniques in order to discover those which 
fulfill our purpose best. What we really need is a 
biopsy technique to give us adequate diagnostic 
material with negligible scarring. The following are 
the biopsy techniques which we have employed: 
(1) 1.5-mm. punch, (2) 2-mm. punch, (3) scissors 
biopsy, (4) razor blade biopsy, and (5) biopsy with 
no. 15 Bard-Parker blade. We have been able to 
obtain adequate amounts of tissue with every one 
of these methods, and all have the virtue of simpli- 


to a motor-driven shaft. This enables a speedy cut- 
ting without compression or tearing of tissue. 
Moreover, local infiltration of procaine is unneces- 
sary when a mechanically driven punch is used. 
The 2-mm. punch produces compression less com- 
monly, making it easier to pick out the tissue, fur- 
nishing more material, and producing cicatrization 
that is hardly noticeable. Scissors biopsy is suitable 
in certain cases. The razor blade and the Bard- 
Parker no. 15 blade cut a thin sliver of tissue of 


any desired depth, including portions of both the 


1012 
skin, curettage with study of cytology has not been 
of practical value. Skin biopsy must provide ade- 
quate material if it is to be of diagnostic signifi- 
cance, even though the structure of the nose 
precludes the performance of extensive excision ; 
biopsies. After excision closure is difficult because cylinder of tissue is difficult to pick out of the 
of the friability of the skin of the bulbous portion 
of the nose with its abundance of sebaceous glands. 
At times, hemorrhage following deep biopsy is 
disturbing. 
nc « 
D 4 
| | "tg 1958 


help to some extent, but an adequate biopsy is still 
the best aid. There are various difficulties in per- 
forming a biopsy in this area, but small deep biop- 
sies can be done with good cosmetic results. 

920 Carew Tower (2) (Dr. Haggart). 
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VALVULOPLASTY FOR MITRAL STENOSIS DURING PREGNANCY 
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Organic heart disease continues to be a serious 
complication of pregnancy. Its incidence is variously 
reported between 0.3 and 2%, with a 2 to 3% ma- 
ternal death rate even under favorable circum- 
stances.’ Eighty-five to ninety-five per cent of such 
heart disease is rheumatic in origin,’ and in 75% 
mitral stenosis is dominant. Among Burwell’s * 178 
cases, 125 had mitral stenosis, 39 mitral insuffi- 
cleacy, 8 aortic insuliciency, and in 6 aortic stenosis 


need for a reassessment of medical therapy, thera- 
peutic abortion, and the surgical correction of 
mitral stenosis during pregnancy. 


Hemodynamic Considerations 

In its simplest form, the hemodynamic problems 
caused by mitral stenosis are due to a reduced fixed 
orifice requiring increased left atrial diastolic pres- 
sure to maintain an adequate forward flow. The 
increased left atrial pressure is reflected back into 
the pulmonary vascular bed, with resulting pulmo- 
nary hypertension. It is manifested clinically by 
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lesion and the healthy surrounding skin. We find 
that a small piece of a razor blade held with a 
hemostat makes an excellent instrument for this 
purpose. Pressure downwards and laterally on each 
side of the biopsy site with cotton-tipped applica- 
tors gives both hemostasis and sufficient retraction 
of the wound edges to enable the operator to pick 
up the sliver of tissue and to snip it off. Healing is 
rapid and the scar is very fine. che 1 Procedures. Philadelphia. F. A. Davis Com- 
. 1952, p. 399. 
Summary "2. (a) Goldman, L., and Suskind, R.: Plastic Diascope 
The anatomy of the tip of the nose makes early 
diagnosis of small soft tissue tumors difficult. Clini- agnification. 980345300 
cal inspection, diascopy, and skin microscopy all (March) 1957. 
66 
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The occurrence of pregnancy in a patient 
with mitral stenosis measurably increases the 
demands on the heart. In handling this situa- 
tion a place exists for medical therapy, thera- 
peutic abortion, and surgical intervention, 
depending on the individual case. The re- 
sults of mitral valvuloplasty during preg- 
noncy in 27 patients are here reported. 
There were 3 maternal deaths, | failure to 
stenosis as a problem in pregnancy emphasizes the 
provements. Analysis of the causes of mater- 
nal death suggested more stringent criteria 
for the selection of patients, especially the 
elimination of patients with free mitral in- 
sufficiency. There were six fetal deaths. 
Twenty children, including one set of twins, 
were born by pelvic delivery, and one was 
delivered by cesarean section because of 
breech presentation; in addition, six normal 
children have been born in subsequent preg- 
nancies. The twins were born spontaneously 
at term to a mother who, having miscarried 
in four previous pregnancies, underwent a 
in the third month of her ft 
and Malden hospitals. pregnoncy. 


greater cardiac output may result 
in further increase in left auricular and pulmonary 
pressures. Tachycardia as a mechanism of increasing 
cardiac output is notably disadvantageous in the 
presence of severe mitral stenosis. As we have previ- 
ously observed,” the paradoxical and deleterious 
effects of tachycardia are due to a combination of 
three factors. First, tachycardia reduces the total 
diastolic time. There is less opportunity for auricu- 
lar and pulmonary drainage into the ventricle. Sec- 
ond, in the presence of any associated mitral in- 
competence, the number of regurgitant jets is 
increased with concomitant increase in the total 
volume of reflux. Third, the right ventricle, if com- 
petent, tends to deliver greater blood volume to 
the lungs. The first two factors increase left auricu- 
lar congestion and thereby aggravate pulmonary 
hypertension. Whether or not this leads to an in- 
crease in pulmonary vascular resistance, the three 
factors combined produce a second point of ob- 
struction to effective circulation in the lungs. 
The physiological changes associated with preg- 
nancy admirably studied by Hamilton‘ and by 
Burwell and his associates > impose a special bur- 
den on patients with mitral stenosis. Among — 
changes are (1) an increase in oxygen consu 
tion approximately 20% above basal levels, (3) 
rise in basal heart rate, (3) an increase in cardiac 
output out of proportion to oxygen consumption 
that may amount to 40 to 50% at the time of its 
maximal effect, (4) increased total blood volume, 
chiefly a function of increased plasma volume 
which exceeds the rgd blood cell mass, and (5) in- 
creased sodium retention. These changes are maxi- 
mal about the eighth month of pregnancy (the 32d 
to 36th week of gestation). Thereafter there is a 
decline toward normal during the last four weeks 
of pregnancy. These normal physiological changes 
in pregnancy will be magnified in a woman already 
limited by mitral valvular obstruction. An increase 
in left auricular pressure is generally associated 
with these changes. If the stress is sufficient, acute 
and chronic pulmonary hypertension results and the 
adverse effects of mitral stenosis are accentuated. 


The Clinical Problem 


Much has been written about the life cycle of 
mitral stenosis. Noteworthy are the efforts of Ole- 
sen” and Ellis.” The specific problems of mitral 
stenosis during pregnancy have been emphasized 
by Hamilton and Burwell. 

Three Choices of Management.—It is now well 
recognized that mitral stenosis diagnosed by mur- 
mur alone may be of no hemodynamic significance, 
irrespective of associated pregnancy. On the other 
hand, progressive limitation generally in the form 
of dyspnea and pulmonary congestion can manifest 


Mitral stenosis may be corrected and the pregnancy 
salvaged. 

The first . embracing rigid medical 
therapy, has a firm place. It should include limita- 
tion of activity to the point of bed rest if necessary, 
digitalization or optimal adjustment of digitalis 
therapy, strict salt restriction, and the judicious 
use of diuretic agents. Close supervision at weekly 
intervals is essential. Any progression of symptoms 
on such a program warns that this may be too 
conservative. 

Hamilton's * figures indicate a substantial mater- 
nal and fetal mortality in patients with congestive 
failure during pregnancy, even under ideal circum- 
stances. Patients in groups 1 and 2 (American 
Heart Association classification) are exposed to 
2.5% maternal mortality. Those with the unfavor- 
able prognosis, as represented by groups 3 and 4, 
have a 16% maternal mortality. Similarly, infant 
mortality is appreciably increased, particularly in 
groups 3 and 4 where this may reach 30% or more 
despite proper medical therapy. 

The second possibility, therapeutic abortion with 
valvuloplasty later, has been the choice of some 
when medical therapy proved inadequate. This rep- 
resents a compromise. Such a decision may be un- 
acceptable to parents eager for children or moti- 
vated by religious considerations. To the physician 
it represents defeat! At best it involves two opera- 
tions. To be sure, a place for therapeutic abortion 
exists, and there are circumstances in which a car- 
diac patient cannot endure the added burden of 
pregnancy. If the heart disease is not amenable 
to surgical correction, then interruption of the preg- 
nancy may be indeed lifesaving. This, however, is 
rarely if ever the case in pure mitral stenosis. 

Advocates of interrupting y ™ have em- 
phasized the low risk involved in therapeutic abor- 
tion during the first trimester. However, some 
individuals will not show evidence of a failing cir- 
culation from the burden of stenosis and pregnancy 
this early. Yet, during the fourth month the risk of 
interruption increases significantly. Beyond this 
time the risk of a major abdominal procedure 
(hysterotomy) in the presence of a severely com- 
promised heart may well be more than that of 
correcting stenosis. It is in this latter group that 
Burwell “ has conceded a place for mitral valvulo- 
plasty during pregnancy. 

If medical management fails, the third alternative 
may constitute the best solution. Surgeons faced 
with this problem have advocated valvular surgery, 
while physicians have been “less aggressive” yet 
two operations (first abortion 

then valvuloplasty) or occasionally have held too 
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dyspnea, orthopnea, episodes of paroxysmal dysp- itself at any time. Confronted with evidence of 
nea, frank pulmonary edema, or eventual right congestive failure early in pregnancy, the physician 
ventricular failure. has three alternatives: 1. He may institute or in- 
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tenaciously to a medical program. The results of a 
surgical program will be comauied below. In addi- 
tion to the various medical considerations, the 
problem is often further complicated by religious 
and moral convictions which cannot be ignored. 

Bland” has taken the position that surgery for 
mitral stenosis during pregnancy is unacceptable 
because of the high operative mortality. He quotes 
a risk of 15% based on a collected series of opera- 
tive endeavors. Similarly Burwell mentions two 

tive deaths in seven operations.” In support 
interrupting pregnancy, Burwell” argues as fol- 
lows: 1. In general, pregnant women who have 
mitral stenosis do well on medical therapy. He 
presumes that those who would tolerate surgery 
would also survive pregnancy on a strict medical 
regimen. 2. The complexities of the total situation 
of pregnancy plus mitral stenosis are greater than 
those of mitral stenosis alone in the nonpregnant 
state. Valvuloplasty during pregnancy should there- 
fore be more hazardous. 3. The possibility of acute 
rheumatic fever or rheumatic carditis is present. 
4. Finally, even in experienced clinics errors in 
diagnosis occur. 

Merits of Surgical Managcement.—In reflecting on 
these arguments and our experience, it seems fal- 
lacious to assume that any who could withstand 
surgery could necessarily go through pregnancy 
on a medical regimen. The burdens of valvuloplasty 
and pregnancy are dissimilar in physiological na- 
ture, duration, and degree. Finally, patients who 
have experienced pulmonary edema in the first tri- 
mester may respond immediately to surgery, vet 
notoriously have difficulty if pregnancy and steno- 
sis continue. 

Hamilton ™ has recently reaffirmed his position 
in favor of therapeutic abortion but recognizes the 
possibility that improved management and surgical 
techniques might necessitate a revision of this 
attitude. Glover '’ reported five patients, all success- 
fully operated upon between the first and six and 
one-half months of pregnancy. He advocates inter- 
ruption of mitral stenosis when the mother is classi- 
fied as group 3 or 4. Watt '' came to similar con- 
clusions based on seven patients operated on 
without maternal death. Hall'* emphasized the 
importance of an associated strict medical program 
and recommended surgery only as an adjunct to 
such a regimen. Mendelson '* has reported 17 in- 
stances of mitral valvuloplasty during pregnancy 
without maternal death. His attitudes are strikingly 
similar to our own, in that a place exists for medical 
therapy, therapeutic abortion, and surgical inter- 
vention. 

Direct surgical correction of mitral stenosis al- 
ways embraces far more than the technical maneu- 
ver. This is particularly true when the associated 
alteration of physiological and hemodynamic mech- 
anisms in pregnancy are added. Such a program 
mvolves proper selection of patients, meticulous 
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care before and after surgery, as well as enlight- 


We have previously emphasized the responsi 
of the physician in the selection of patients 
mitral stenosis for surgical i all When no 
complicating problem of pregnancy as a 
symptoms and physical findings which has proved 
of value in preoperative evaluation and estimation 
of operative risk. Patients have been divided into 
four groups: 1, benign (murmur without handi- 
cap); 2, handicapped (disability without progres- 
sion ); 3, hazardous ( progressively disabled ); and 4, 
terminal (refractory failure in cardiac invalids). 
We have reserved surgery chiefly for patients in 
groups 3 and 4. The operative mortality in the 
absence of pregnancy is 0.6% in group 3, but rises 
to 20% when patients progress to group 4."" 

Signs and symptoms attributable to the preg- 
nancy per se must be borne in mind when con- 
sidering the need for correcting mitral stenosis. 
For example, a functional systolic murmur appears 
in 50 to 70% of women during pregnancy. Thus, 
observations by competent clinicians before the 
onset of pregnancy are of great value. Almost in- 
variably the heart rate increases and some shortness 
of breath develops. Changes in the cardiac sil- 
houette may occur. The transverse position of the 
heart may give an erroneous impression of an in- 
crease in diameter. The usual lordotic posture of 
the pregnant woman may throw the pulmonary 
conus into relief and suggest enlargement. 

Slight roughening of the mitral valve may in the 
presence of increased blood volume and blood flow 
produce a diastolic rumble, although there may be 
no significant stenosis. If this misleading murmur 
coincides with a progression of dyspnea due to 
causes other than valvular obstruction, e. g., rheu- 
matic carditis, anemia, or overemphasis of physio- 
logical dyspnea, a false conclusion may be reached. 

In short, we are reluctant to make the diagnosis 
of mitral stenosis de novo during pregnancy. The 
evaluation of a competent cardiologist before preg- 
nancy concerning murmurs and clinical classifica- 
tions is invaluable. 


Operative Experience 

Mitral valvuloplasty during pregnancy has been 
performed on 27 patients, Their ages varied from 
19 to 36 vears. Sixteen of these patients were in 
their third month of pregnancy. The remaining 
were from two and one-half to six months pregnant. 
One patient was classified as group 2, 25 as group 
3, and one as group 4. 

Twenty-four patients have survived and of these 
23 are moderately to markedly improved. Twenty 
pregnancies proceeded to term. Twenty children, 


ened operative management. Failure to appreciate 
these cardinal precepts accounts for two of our 
three deaths. 

66 
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including one set of twins, were born by pelvic 18 hours after ventricular fibrillation had been 
delivery; one living child was born by cesarean successfully controlled by electric shock in the 
section, elected because of a breech presentation. operating room. The last death followed interrup- 


At the time of writing, the last patient in this group tion of a twin , advised because of con- 
had progressed through her eighth month of preg- = complicating mitral insuffi- 
nancy without event since valvuloplasty. 

There have been three maternal deaths. The first 


occurred 33 days after the operation and was due the fetal deaths. Three other unsuccessful preg- 
to a cerebral embolus. The second died suddenly nancies were due to elective interruption because 


Data on Twenty-seven Patients with Mitral Stenosis in Whom Valvuloplasty Was Carried Out During Pregnancy 


Prev 
Pree. and ome Physieal Preoperative. 
Preenancy* : Dee and Petal Status: Pre rnancies: 
of Pa Liv. Ede of Valve Sive, Conpll- Current Statu« of 
No. tom PND PE CHF H Rakes er ma tional Findings Sq (mt cations Status Delivery 
presentation; died br: 
wer then one <ponta. 
abor- 
thon: one 
then, living 
and well 
+~ + + + + © + 63 0 Active Living: Our 
me 
thon: one 
quires med time of 
teal otomy 
men 
Ome seetion 
ventricular citated in 
fir rillet OR: ven 
trievlar 
fibrillation 
death, 
hr. pe. 
13 
previa 7 me ous abertion 
&:3: residual MS: 16 CVA Dead days Dead: «pontane 0 
pres ious po. tH om abortion 3 
cerebral —head pet wk. poetval 
examined Vuloplasty 
= = = + + 3:3 MS: le Active Living: NFTSD tine NPTSD 
congenital 
heart disease 
month po. bysterotomy 
rheumatic 
earditi«, 
M 
= ” ” 8:3: twin MS: Active Twine living: 0 
pregnancy NFTSD 
Unelelivered 
thon: 
1 > ” . MS: le Active Living: NFTSD 
+ a3 MS: le Active Living: NFTSD 0 


* paroxysmal nocturnal dy«pnea; PE = pulmonary etema: CHF congestive fallure; H= hemoptyst«. 
* MScmitral stenosis: and digit refers to group (see American Heart rt Association classification text). 

t Minus sien refers to orifice size less than indicated value 

§ Mi=mitral insufficiency 


«uficiency 
nermal full spontaneous 
delivered uneventfully at term 
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of congestive failure and mitral insufficiency, pla- 
centa previa, and congenital heart disease. Details 
of all patients are presented in the table. 


Comment 


The place for surgical correction of mitral steno- 
sis in pregnancy should be determined by the se- 
verity of the stenosis and the risk and quality of 
the available surgery. Unfortunately, the 
of mitral stenosis in pregnancy is at times as much 
confused as clarified by scrutiny. The more care- 
fully cardiologists screen pregnant patients prior to 
delivery, the more auscultatory stenosis is added 
statistically to hemodynamically significant steno- 
sis. This may have a tendency to give the illusion 
of safety for the “cardiac in pregnancy.” Converse- 
ly, a lack of careful observation of nonpregnant 
women carelessly allows persons with group 2 and 
3 mitral stenosis to go unrecognized until they are 
in serious difficulty, perhaps late in pregnancy. By 
this time either interruption of pregnancy or val- 
vuloplasty may be hazardous, and a program of 
nonintervention may be lethal to the mother or 
child. The dividends available from a preventive 
tion of pregnancy cannot 
overemphas although this maxim affords 
cold comfort to the physician dealing with the 
pregnant cardiac. 

Causes of Three Maternal Deaths.—To determine 


need to look carefuily at the 3 deaths. The first was 
in a patient in whom the diagnosis of mitral steno- 
sis had not been established before gestation. The 
pitfall of diagnosing stenosis primarily from mur- 
murs was not appreciated. Mitral insufficiency was 
found at operation and not relieved. Congestive 
failure progressed, and interruption of the twin 
pregnancy was undertaken 23 days after valvulo- 
plasty. The patient subsequently died. The relative 
parts played by digitalis intoxication, electrolyte 
imbalance, rheumatic activity, and congestive heart 
failure from regurgitation cannot be fully assessed. 
Perhaps catheterization of the left side of the heart 
would have avoided this error in diagnosis. 

The second death was incident to a cerebral em- 
bolus. This patient, who had embolized preopera- 
tively, sustained another embolus the day after 
valvuloplasty and died one month later. Cerebral 
embolization after mitral valvuloplasty has ap- 
proached an irreducible minimum (2% in group 2 
and 3 and 9% in group 4), but will always consti- 
tute a threat in this operation. Its occurrence in 
this individual can hardly be related to the preg- 
nant state. 


The third death was in a with associated 
aortic disease who deve ventricular fibrillation 
during operation. She was defibrillated 
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but died suddenly 18 hours later. Perhaps current 
improved anesthetic and surgical techniques would 
have avoided this. There is no clear causal con- 
nection with the pregnancy. 

Causes of Three Additional Fetal Deaths.—In 
addition to the fetal deaths associated with the 


ond fetal loss with maternal survival was incident 
to a placenta previa during the seventh month of 
The third infant death occurred 48 
delivery and was due to congenital 
7 ee This is the only proved occurrence 
of ital defect in en infant in the series. 
The va ivaloplasty was performed in the sixth month 
of pregnancy and the mother has since done well. 
g children delivered after mitral val- 

vuloplasty are living and well. 
Further Pregnancies and Rehabilitation of 24 
Survivors.—A word should be added about further 
and rehabilitation of the 24 survivors. 
Twenty-three of the original 27 are markedly or 
moderately improved. The only unimproved patient 
is suffering from severe mitral insufficiency, as 
mentioned above. The error in the preoperative 
diagnosis of this case might now be avoided by 
catheterization of the left side of the heart. There 
have been 12 subsequent pregnancies in eight of 
these patients. Six normal children have been born 
and two women have not delivered at the time of 
writing. Four were pelvic deliveries and two were 
by section. Three pregnancies ended in spontane- 
ous abortion, and one infant died after delivery by 
cesarean section. This i emphasizes that 
routine sterilization in these patients is not justified. 
In the larger series of 1,000 valvuloplasties on 
nonpregnant patients there have been 34 successful 
subsequent pregnancies, including one live triplet 
birth.’* The evidence that properly conducted car- 
diac surgery for mitral stenosis in pregnant patients 
is inordinately hazardous would seem to be 9 
Total Care.—The concept of total care in manag- 
ing a patient through valvular surgery has received 
consideration in previous publications.'” It includes 
(1) preoperative digitalis regulation, salt-restric- 
tion, correction of electrolyte imbalance, and appro- 
soma diuresis, (2) expeditious surgery, (3) meticu- 
lous anesthetic technique, minimal use of anesthetic 
agent, maximal ventilation, oxygenation, and the 
avoidance of tachycardia and hypotension, and (4) 
careful postoperative supervision, maintenance of 
oxygenation, and prompt reinstitution of a full 

cardiac regimen. 

Pregnancy brings this need for total care into 
more urgent focus and presents at least a few spe- 
cific problems. The end of the first trimester seems 


above maternal losses, there were three others. In 
one of these the pregnancy was interrupted by 
hysterotomy because the patient did poorly after 
valvuloplasty. She has survived but is unimproved 
because of associated mitral insufficiency. The sec- 

the safety of valvuloplasty during pregnancy, not 

only do we need to know that 27 valvuloplasties 

were performed with 24 maternal survivals but we 
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a satisfactory time for valvuloplasty. The pregnancy 
is secure vet the burden of gestation relatively low. 
It is presumed that periods of anoxia should be 
avoided lest the incidence of congenital anomalies 
increase. The same conservatism that prompts the 
full medical regimen directs us to stress rest virtu- 
ally to the point of invalidism during the periods of 
peak burden (32d to 36th week and the first post- 
partum week ). Finally, it must be emphasized that 
cesarean section increases rather than reduces the 
burden of delivery, unless pelvic delivery is speci- 
fically contraindicated. If cesarean section is carried 
out at the end of the eighth month when the work 

of pregnancy is at its peak, the felony is com- 
pounded. 

Surgical Management Indicated When Baby Des- 
perately Wanted.—In_ conclusion, one significant 
indication for correcting the mitral stenosis with 
salvage of pregnancy involves the fact that many 
people simply want babies. When we speculate as 
to how much of a risk is justified, the problem 
becomes both individual and philosophical. A re- 
view of the facts indicates that in properly selected 
patients who are not pregnant the risk of valvu- 
loplasty for mitral stenosis is low (group 3, 0.6%) 
and there is little evidence that renders 
this risk more formidable. A single illustrative case 
history is in order. 


Case 18.—A young matron had had progressive dyspnea 
on exertion. She seen Dr. Laurence B. Ellis within the 
previous year. Mitral stenosis was diagnosed and valvulo- 
plasty recommended. She and her husband desperately 
wanted children but she had miscarried by the sixth month 
in four previous pregnancies. Before surgery could be ar- 
ranged she was well into the first trimester of another 
pregnancy and in refractory pulmonary congestion. Im- 
mediate valvuloplasty was favored by Ellis and by us. 
Other conscientious “conservative” opinion convinced the 
patient that pregnancy should be interrupted and that she 
should have valvuloplasty with the view to subsequent 
pregnancy. The patient became deeply disturbed emo- 
tionally just wh og the abortion and insisted on “trying 
just once more to go through pregnancy” —this time having 
her stenosis corrected before she again miscarried. Valvulo- 
plasty was carried out quickly and effectively at the end of 
the third month. Pregnancy proceeded uneventfully and 
at term she spontaneously delivered a fine pair of twins. 


Summary 


The additive effect of mitral stenosis and the 
usual hemodynamic alterations occurring in preg- 
nancy produces a therapeutic problem of consider- 
able complexity and importance. The physician 
confronted with this problem must consider the 
merits of three alternative methods of management: 
medical therapy, therapeutic abortion, and “total 
surgical management.” 

Valvuloplasty was carried out in 27 pregnant 
women with mitral stenosis. There were three ma- 
ternal deaths. Two were believed to be unrelated 


to the associated pregnancy. Twenty healthy chil- 
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dren have resulted. Twenty-three of the mothers 
are moderately to markedly improved over their 
prepregnant status. 

67 Bay State Rd. (15) (Dr. Taylor). 


United States Public Health Service. 
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CHEMOTHERAPY OF DEPRESSION 
USE OF MEPROBAMATE COMBINED WITH BENACTYZINE (2-DIETHYLAMINOETHYL 
BENZILATE) HYDROCHLORIDE 


Leo Alexander, M.D., Boston 


The chemotherapeutic agents available for treat- 
ment of mental illness today are best adapted to 
with panic and 
anxiety, and especially mania. Their effect is 
achieved by inhibition of primary subcortical epi- 
nephrine-precipitable anxiety,’ probably by exerting 
a selective inhibitory effect upon the posterior hypo- 
thalamus.’ In the conditioned reflex experiment, 
they are shown to inhibit the orienting response 
but to have no effect on the learned responses such 
as well-established conditioned reflexes.’ In remark- 
able conformity with this model, they extinguish 
the unconditioned excitatory psychotic disorganiza- 
tion of the higher cortical activity (panic or mania), 
which probably has its origin in the upsurge of 
anxiety from the subcortical emotional centers, but 
do not extinguish the deeply ingrained learned 
responses that underlie neurotic behavior. Although 
early enthusiasts reporting the use of the new tran- 
quilizing drugs had claimed that these drugs also 
relieved depressions, it soon emerged that true de- 


times daily to the point of marked disorganization 
of the cerebral electroactivity, and he reported 
marked alleviation of the depressive state. How- 
ever, this treatment is still experimental and should 
be administered only under conditions of hospitali- 


In this connection it is important to define de- 
pa as a state of sadness with self-reproaches 
or inhibition, with sleep disturbance 

(iiffkecley in falling asleep, frequent waking at 
and early waking in the morning), and with 


self in a hostile manner are absent, reveal them- 
selves not only psychologically and clinically but 


line (Mecholyl) chloride and Sedation threshold 


Director, Neurobiologic Unit, Division of Psychiatric Research, Bos- 
ton State Hospital; Inctructor tm Puychtetry, Tufts University 


was treated in 35 consecutive patients by the 
simultaneous use of meprobamate and benac- 
tyzine hydrochloride. The meprobamate was 
given initially in doses of 400 mg. four times 


tests,” to be anxiety states with 
rather than true depressions, and these indeed 
respond to tranquilizing drug therapy, in contra- 
distinction to the true depressive states.” 
Excitatory drugs have on the whole remained in- 
effective in severe depressive states. This was the 
case with amphetamine (Benzedrine) sulfate and 
its derivatives, including dextro amphetamine 
(Dexedrine) sulfate and methamphetamine ( Per- 
vitin) hydrochloride, and some newer drugs such 
as pipradrol (Meratran) hydrochloride, isoniazid, 
and SKF-5 [2-amino-1-(3,4-methylene-dioxypheny]) 
propane hydrochloride], which others as well as 
myself have had occasion to subject to experiment- 


1019 
Depression, defined as a state of sadness, 
with self-reproaches, psychomotor inhibition, 
daily and, when necessary, gradually in- 
creased to 1,200 mg. four times daily; its 
purpose was to relax and reduce excitability 
without exerting a significant inhibitory ef- 
fect. The benactyzine wos given initially in 
doses of 1 mg. four times daily and, when 
necessary, gradually increased to 3 mg. four 
times daily; it is a mild anti-depressant par- 
ticularly effective in relieving the ruminative 
obsessive aspects of the depressive mood. 
; Close supervision extending over the entire 
¢ 24-hour span of each day had to be assured 
pressions not only are not relieved by chlorproma- because of the risk of suicide. The usual sup- 
zine and reserpine but are aggravated by these portive psychotherapy was given concurrent- 
tranquilizing drugs.‘ Denber * has recently reinves- ly. Three case histories illustrate the proced- 
tigated this problem. The discharge rate he ob- ure. The average duration of treatment was 
tained, 15 out of 45 patients (33%), is less than the eight weeks, and 20 patients (57*%/,) made 
spontaneous recovery rate for depressions. This ap- a complete and/or social recovery. This is 
pears to confirm the clinical experience of others, higher than the rate of spontaneous recov- 
namely, that chlorpromazine inhibits rather than ery under comparable conditions. It is not as 
aids recovery from depression. Recently, Denber * high as the rate of recoveries obtained by 
treated 10 patients on a regimen of 100 mg. of electroshock therapy. This treatment is there- 
chlorpromazine and 500 mg. of diethazine three fore recommended as an initial step in the 
treatment of depressions, designed to reduce 
the number of patients requiring electroshock 
therapy. 
zation. 
disturbance of appetite. Certain reactive depres- 
sions, in which retardation and turning against the 
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al trial in recent years. Unfortunately, these drugs, 
in my experience, often make severely depressed 
patients more disturbed, in that they increase the 
charge of emotional energy and thus potentiate 
tension; this occurs even in therapy with such ex- 
citatory drugs as dextro amphetamine, which has a 
euphoriant effect that pipradrol and SKF-5 lack. 
The combination of such drugs with amobarbital 
sodium (sodium Amytal) has been more easily tol- 
erated by these patients but has not made the treat- 
ment more effective. Furthermore, whenever these 
stimulatory drugs are used, treatment with these 
drugs has to be supplemented by fairly heavy doses 
of hypnotics at night, which tend to deepen the de- 
pression on the following morning. In some of the 
recent series reporting the use of stimulatory and 
other drugs, patients with inert states of lessened 
zest incidental to chronic schizophrenia have been 
studied * or included among those treated.'” With 
or without the inclusion of such cases, the effect of 
stimulatory medication, as well as the results of 
other stimulatory techniques, has been disappoint- 
ing in the treatment of depression; the recovery 
rates reported tend to fall short of the spontaneous 
recovery rates. Recently, Kline and co-workers '' 
introduced a new stimulant, namely, iproniazid 
(Marsilid), administering 50 mg. by mouth three 
times daily. Iproniazid has a stimulating and ener- 
gizing effect by virtue of the fact that it inhibits the 
enzymes which destroy catecholamines (epineph- 
rine, norepinephrine, and allied substances). The 
fact that epinephrine may relieve depression 
temporarily had been observed before.” In view of 
the fact that the energizing effect of iproniazid is 
not associated with a significant euphoriant effect, 
the addition of dextro amphetamine (5 mg. twice 
daily ) is recommended in order to render the mood 
cheerful, and nocturnal hypnotics are necessary in 
order to produce sleep. Vitamin By (50 mg. daily ) 
has to be added to protect against side-effects. 

In connection with the problem of evaluation of 
treatment, it is important to remember that all drug 
therapy available in psychiatry today does not sig- 
nificantly increase the rate of complete and/or 
social recovery but merely allows it to materialize 
earlier or after less harassing morbidity. Only lesser 
grades of improvement ensue at a greater rate than 
obtained spontaneously. The drug “covers” the psy- 
chosis as it were, compensating for it. Therefore, 
the most effective use of these drugs is in the self- 
limited psychoses such as mania or the naturally 
short-lived schizoaffective psychoses. It is, of course, 
quite possible that drugs will be discovered that 
will improve upon the spontaneous rate of complete 
and/or social recovery. 

The rate for spontaneous recovery (complete 
and/or social) from depression is 66.4% (of 116 
cases), with recovery occurring during the first 
year of the illness in only 44%. This rate is not 
improved upon by intensive psychotherapy; it was 
46.6% for 208 patients so treated. The complete 
and/or social recovery rate for depressed patients 


treated with electroshock is 67.9% within 
the first year (of 2,165 cases reported).'’ It was 
73% in a smaller series of my own (76 consecutive 
cases ). 


Requirements for Chemotherapy of Depression 

On the basis of our experience with the use of 
electroshock, which so far has been the best treat- 
ment available for depression, a drug or combina- 
tion of drugs useful for the relief, control, or re- 
versal of depression would have to fulfill the follow- 
ing two requirements: it would have to reduce the 
excitability of the higher cortical substratums of 
the ego without inhibiting the subcortical hypo- 
thalamic centers; and it would have to strengthen 
the ego boundaries and defenses (Rado’s** pain 
barrier). Such a chemotherapeutic agent should be 
able to counteract the depressive state in the same 
effective manner as tranquilizing drug therapy 
counteracts the manic state, allowing the patient 
a significant measure of normal functioning until 
recovery supervenes. Among such effects of lessened 
morbidity should be a restoration of the normal 
sleep pattern without the added use of hypnotic 
medication. The ultimate recovery rate in a suffi- 
ciently large series of cases should be equal to or bet- 
ter than the spontaneous recovery rate. 

There is no single drug that could fulfill the two 
basic requirements mentioned above. However, 
there is one drug which fulfills the first requirement, 
namely meprobamate (Miltown), which relaxes and 
reduces excitability without exerting a significant 
inhibitory effect,’* and another drug which fulfills 
the second, namely, benactyzine (2-diethylamino- 
ethyl benzilate) hydrochloride, which strengthens 
the ego boundaries and thus reduces the psychic 
pain, fear, and resulting inhibitory avoidance re- 
sponses engendered by stress.'* 

The manner in which meprobamate accomplishes 
its selective reduction of excitability—in terms of the 
conditioned reflex technique—is not known. It is 
known, however, that benactyzine facilitates the 
orienting response and the formation of new con- 
ditioned reflexes, thus counteracting the inhibitory 
state of the higher cortical activity. In remarkable 
accord with this conceptual scheme, benactyzine 
has proved itself to be mildly antidepressant and 
particularly effective in relieving the ruminative 
obsessive aspects of the depressive mood."" How- 
ever, it failed to relieve the sleep disturbance of 
the depressed patient and often brought to the 
fore anxious tension. The antidepressant effect of 
this drug appears to be thus due to strengthening 
of the ego boundaries rather than to diminution of 
excitability. Meprobamate, on the other hand, has 
no recognizable or significant antidepressant effect 
but appears capable of reducing excitability with- 
out producing inhibitory states. Furthermore, Berg- 
er'* had already observed that meprobamate 
while not a hypnotic, tended to restore the normal 
sleep pattern. It appeared promising, therefore, 
to combine these two drugs and to determine 
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whether this drug combination proved capable of 
reversing the symptomatology of the depressed 
patient, especially his sad affect, his hostile turning 
against himself, and the disturbance of his sleep 
pattern, and whether it proved capable, and to 
what degree unaided by other measures, of pro- 
ducing a complete and/or social recovery rate dur- 
ing the first year of illness equal to or better than 
the spontaneous recovery rate. 


Clinical Study 
This study was carried out in 35 consecutive 


mate and 2 mg. or benactyzine) closer t 
than prescribed (i. e., less four ntl mg 
This is to be ascribed to ine, since it did 
not occur with meprobamate alone nor did it oc- 

mg. ). A patient, 
aged 32, complained of prickly and 
causalgic sensitivity of the left thumb when on a 
regimen of 400 mg. of meprobamate and 1 mg. of 


by reduction of the dosage by half. 
A depressed female patient, aged 39, complained 
of “overexcitement” w subsided after discon- 


that drowsiness was ee of very rarely and 
could be promptly and effectively controlled within 


a day or two by lowering of the dosage. As im- 
provement su . the dosage was gradually 
reduced to below the minimum initial dosage and 
then gradually tapered off by reducing the number of 
daily doses. The usual supportive psychotherapy, in- 
cluding clarification of traumatic issues, was admin- 
istered concurrently. The management of patients 
may be best illustrated by a few brief case reports. 


Report of Cases 
Cast 1.—A 48-year-old woman who had a previous epi- 
sode of depression 14 years ago came to treatment four 


manifested itself with disconsolate sadness, self-reproaches, 
suicidal thoughts, sleep disturbance, and gastric somatization 
reaction with loss of appetite and loss of 15 Tb. (6.8 kg.) in 
weight. She was unable to do her housework or enjoy any 
of her usual social activities. The epinephrine-methacholine 
test showed a type 6 response with absence of epinephrine- 
precipitable anxiety. A regimen of 400 mg. of meprobamate 
and | mg. of benactyzine four times daily (no nocturnal 
hynotics were prescribed) produced marked improvement 
within four days. One week later, the patient reported that 
she was much better. However, self-castigation was still 
evident, and therefore the dosage was increased to 800 mg. 
of meprobamate and 2 mg. of benactyzine four times daily. 
Two weeks later, the patient reported that she was feeling 
quite well and sleeping well for seven to nine hours per 
night. However, her husband stated that occasionally she 
still brought up suicidal thoughts; therefore, the dose was 
reduced to 400 mg. of meprobamate and 1 mg. of benacty- 
zine four times daily, since it was felt that at this time, in 


reduced. Eleven weeks after the beginning of treatment, 
the patient considered herself “95% recovered.” She was 
doing all her own work and engaging in all her social 
activities. Her only remaining complaint was a little tighten- 
ing in the throat and “tenderness of the head.” By the 13th 
week, with improvement proceeding apace, reduction of the 
dosage was begun. Full recovery, without residual com- 
plaints, was established 16 weeks after the beginning of 
treatment. Medication was discontinued one week later. 
The patient's complete recovery has remained sustained. 


Cast 2.—Another case in point is that of a 40-year-old 
male suffering from a depression of one and one-half years’ 


from an involutional agi- 


appeared to improve for the first few days but then 
to relapse. Therefore, the dose was increased after 
eek to 800 mg. of meprobamate and 2 mg. of benacty- 
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patients who sufleved from depression sufficiently months after the onset of a severe depression. Her illness 
severe to warrant the consideration of physical 
treatment methods. The tablets used contained 
either 200 mg. of meprobamate and 0.5 mg. of 
benactyzine or 400 mg. of meprobamate and 1 mg. 
of benactyzine. The initial dosage was usually 400 
mg. of meprobamate and 1 mg. of benactyzine 
four times daily, the smaller single dose having 
been found ineffective as an initial dosage. If then 
necessary, the dosage was gradually increased up 
to 1,200 mg. of meprobamate and 3 mg. of benacty- 
zine, four times daily. The risk of the patients’ 
committing suicide involved in this type of treat- 
ment was given due consideration, and 24-hour 
supervision at home was arranged and preliminary 
66 arrangements were made for immediate hospitaliza- 
8 tion upon the first indications of an active suicidal her otherwise improved state, her defenses might reassert 
coed themselves more effectively if the daytime relaxation were 
The duration of treatment in the cases presented 
here varied from two weeks to six months. No seri- 
ous side-effects were encountered (no skin rashes, 
no gastrointestinal disturbances or disturbances of 
the hematopoietic system ). Of the 35 depressed pa- 
tients in this series, only 5 complained of subjective 
side-effects. One patient, a 27-year-old male, com- 
plained of throbbing sensations when taking large 
doses of the medicaments (800 mg. of meproba- ee 
a duration in which sleep disturbance was particularly promi- 
nent. For seven months preceding treatment, he had stepped 
up the dose of barbiturates to 6 grains (0.39 Gm.) of 
secobarbital (Seconal) or 9 grains (0.58 Gm.) of amobarbi- 
tal, respectively, without being able to obtain a full night's 
sleep even with such large doses of hypnotics. On a regimen 
of 400 mg. of meprobamate and 1 mg. of benactyzine morn- 
ing and noon and 800 mg. of meprobamate and 2 mg. of 
benactyzine afternoon and evening, the patient improved 
mactyzine four times daily. This effect subsided steadily, being able to omit nocturnal hypnotic medication 
when the benactyzine therapy was discontinued. entirely after 19 days ot treatment (dosage having been 
Another patient, a 70-year-old woman, complained gradually reduced up to that time). Restoration of normal 
, ¢ “er wea sleep pattern was complete after 40 days of treatment. Full 
of vertigo and stupor reminiscent of alcoholic in- recovery was achieved one month later, eight weeks after 
toxication when the dosage was increased to 800 the beginning of treatment. 
mg. of meprobamate and 2 mg. of benactyzine four 
imne deathly This condition was remedied nr th Case 3.—Of particular interest is the case of a 59-year-old 
male patient who was suffering 
tated depression of one month's duration when treatment 
began. Four hundred milligrams of meprobamate and | mg. 
tinuing use of benactyzine; and a 72-year-old wom- 
an reported dryness of the mouth while she was on usted 
benactyzine therapy. It was of particular interest one we 
a zine four times daily. On this regimen the improvement 
was still slow, and therefore the dose was increased to 1,200 
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me. of meprobamate and 3 mg. of benactyzine four times 
significant improvement came to the fore. The patient was 
able to relax and stated that he felt quite well though not 
yet up to par. One month later, there was enough improve- 
ment so that the dose could be gradually reduced; never- 
theless, the patient did not achieve a state of social recovery 
until after 25 weeks of treatment. This state, however, 
bordered closely on complete recovery, with only minor in- 
significant complaints remaining. It should be emphasized 
that from the sixth week on (the 39th treatment day), this 
patient was practically convalescent and the harassing 
aspects of his illness had disappeared. This patient is of 
particular interest because he had suffered a previous attack 
of depression for which I had treated him with electro- 
shock. Twenty-one electroshock treatments were adminis- 
tered during the first 50 days of that illness, and subse- 
quently the patient entered a convalescent phase which 
extended (including the treatment period itself) over a 
period of 44 weeks, when social recovery bordering on full 
recovery supervened. In retrospect, one may say that neither 
treatment brought about the recovery of this patient but 
that the treatment merely mitigated the manifestations of 
illness until spontaneous recovery asserted itself. As a means 
of covering the symptoms and managing the patient, the 
drug regimen was certainly less strenuous for the ne 
and his family than the previous course of 
therapy in this particular case. 


Results 


Twenty of the 35 patients in a state of depression 
who were treated achieved a state of complete 
and/or social recovery within 1 to 25 weeks, the 
average being 8 weeks. Twenty-six of these patients 
had psychotic depressions of the manic-depressive 
or involutional type, while nine had neurotic de- 
pressions. The age of the patients with psychotic 
depressions varied from 27 to 70 vears, the average 
being 49 vears; that of patients with neurotic de- 

ions varied from 32 to 72 vears, the average 
being 44 vears. The duration of the psychotic de- 
pressions varied from 2 weeks to 2 years, the aver- 
age being 13 months; that of the neurotic depres- 
sions varied from 1 month to 2 years, the average 
being 9 months. It is of interest to find that the re- 
covery rate for these two groups is identical. Fifteen 
of the psychotics recovered, making a recovery rate 
of 58%, while five of the neurotics recovered, mak- 
ing a recovery rate of 55%. The recovery rate for 
the total group was 57%. The duration of treatment 
until recovery supervened was likewise almost 
identical. It varied from 1 to 25 weeks for psychotic 
depression and from 2 to 23 weeks for neurotic de- 
pression, the average being 8 weeks for both 


groups. 

In the 20 patients responding favorably, the early 
effect of the new drug combination was a marked 
reduction of tension and depressive rumination as 
well as a striking reduction in hostility toward the 
self and of suicidal trends. Resumption of the nor- 
mal sleep rhythm was also one of the striking early 
effects. It was possible to discontinue the nocturnal 
use of hypnotics, in the patients who had started 
using them before treatment began, before eventual 
recovery supervened. None of these 20 patients had 
to be hospitalized, and none of them made suicide 
attempts. 


Of the 15 patients who did not within 
two to six weeks, 9 were treated with electroshock 
therapy (5 as outpatients and 4 under conditions of 
hospitalization ), and 8 of them achieved recovery. 
Three others were given other drugs, and one pa- 
tient (with chronic depression) was subjected to 
intensive psychotherapy unaided by physical meas- 
ures. One other patient with chronic illness under- 
went a lobotomy, since electroshock and other 
treatments had failed in the past. One patient was 
still, at the time of writing, on the meprobamate- 
benactyzine regimen after nine weeks; although 
he is listed in this study as not recovered, he was 
sufficiently improved for part-time work. Interest- 
ingly enough, none of the patients in the group who 
did not recover attempted suicide even while on 
the meprobamate-benactyzine regimen. 

The recovery of 20 of 35 patients is highly prom- 
ising, as it represents a recovery rate of 57%, which 
is definitely in excess of the spontaneous recovery 
rate expected during the first year of illness and 
remains only slightly below the recovery rate ob- 
tainable with electroshock therapy. The total num- 
ber of cases, of course, is as yet too small to estab- 
lish this rate as significant. However, the alleviation 
of specific and crucial symptoms, even in those pa- 
tients who failed to achieve complete and/or social 
recovery and had to be subjected to electroshock 
ultimately, renders further work with this drug 
combination desirable and promising. 


Summary and Conclusions 


With treatment of arte by the combined 
use of meprobamate and benactyzine (2-diethyl- 
aminoethyl benzilate) hydrochloride, complete 
and/or social recovery of 20 of the 35 patients 
treated (57%) supervened within 1 to 25 weeks, the 
average being 8 weeks. Side-effects were minimal 
and easily controlled. Patients who did not show 
some favorable response within two weeks and/or 
marked improvement within six weeks were treated 
by other means, including electroshock. 

Treatment of depressions by drugs is contingent 
upon arrangements (either at home or in hospital ) 
to pee the patient from the risk of suicide. The 
use of meprobamate-benactyzine treatment for de- 
pression is recommended as a step which allows 
those patients to recover for whom this treatment is 
sufficient. thus screening out and reducing the num- 
ber of patients requiring electroshock therapy. 

Marlborough St. (15). 


The meprohamate and the benactyzine hydrochloride 


Associated Electroshock Therapy, Confinia 
168-173, 


2. Himwich, H. E.: Prospects in 
Dis. Nerv. (April) 1956. 

3. Gliedman, L. H., and Gantt, W. H.: Effects of Reser- 
pine and on Orienting Behavior and Reten- 
tion of Conditioned Reflexes, South. M. J. 
( Aug.) 1956. 


Naiman, and Mihalik, J.: Objective 
erentiates Between N 


eurotic 

A. M. A. Arch. Neurol. & Psychiat. 7%2461-471 
(ey) 

L.: Objective to Treatment in 
Canad. Psychiat. A. J. 277.93 (April) 1957. 
9. Hagenauer, F.; Rudy, L. H.; and Himwich, H. E.: 
Comparative Ssdy ‘of Two Central Nervous System Stimu- 
lants, Mer-22 and S. K. F. #5, on Chronic, Blocked and 
Patients, Am. J. Psychiat. 1123840 


10. Barsa, J. A., and Kline, N. 
Chlorpromazine and Promethazine, J. Psychiat. 
1957. 


American 
York City, June, 1952, edited by P. H. Hoch and J. Zubin, 
New York, Inc., 1954, pp. 153-182. 
14. F. M.: Meprobamate: Its Pharmacologic 
Properties and Internat. Rec. Med. 
5. Jacobsen, Effect of Benzilic Acid 
( Benactyzine) on Stress-In- 
duced Behavior in Rat, Acta pharmacol, et toxicol. §13135- 
wig 
16. Davies, E. New Drug to Relieve Anxiety, Brit. 
M. J. (March 3) 1956. Footnotes and 8. 


RECONSTRUCTIVE SURGERY FOR HYDRONEPHROSIS 
Frank C. Hamm, M.D., Brooklyn, N. Y. 


Reconstructive surgery about the renal 
pelvis in the past has been assumed to call 
for the use of splinting catheters and nephros- 
tomy tubes. Recent experience has convinced 
the authors that better results are obtained 
without these aids provided certain principles 
ore followed. The kidney should be com- 
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8 
Over five years have passed since splinting 
catheters and nephrostomy tubes have been elimi- 
nated in reconstructive operations on the renal 
pelvis. The results have been such that this principle 
is to be continued. Splinting tubes have enjoyed 
wide usage in the past, and many good results have 
been attributed to them. I do not propose that their 
elimination will bring perfect results in every in- 
stance. All reconstructive or plastic procedures are 
fraught with a certain clement of failure. Our far | = 
experience indicates, however, that just as good and the 
haps better results are obtained without their 
ae, ureter in a straight line. The continuity of 
use. Also the technique of the operation is greatly = ' 7 
ie . the pelvic and ureteral wall should be pre- 
simplified and shortened and the period of hos- gf 
pitalization is only one-half to one-third as long, td he te 
as most surgeons using splints recommend that ps is pre 
they remain in the kidney during the postoperative tight ch my baer Gains extending dows 
period for four to six weeks—and even longer ann, 
periods have been mentioned at times. Weaver dene. Glaven 
states that six weeks is required for complete re- " — 
fe se surgically in this way were able to leave the 
generation of the ureter. More specifically, there sal 
si ae Rall hospital on or before the 14th day in every 
are four objections to the splints. of 
1. There is possibility of infection. When a tube 
pe . lithiasis had recurrences that finally necessi- 
or catheter extends from the epithelium of the J 
kidney or ureter to the exterior, the epithelium aphroctemy. The ethers showed y 
’ ‘ mee improvement after operation with respect to 
From the Department of Surgery, State University of New York, both the function and the appearance of the 
Downstate Medical Center, Kings County Hospital, and Brooklyn renal pelvis. 
Hospetal. 
Read before the Section on Urology at the 106th Annual Meeting of 
the American Medical Association, New York, June 5, 1957 
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must be regarded as being ex 1 to the external 
environment. Mixed infections, including those re- 
sulting from drug-resistant organisms, frequently 
result. Henline * reported an incidence of stone 
formation in 11% of 45 patients in whom splints 
were used in reconstructive surgery. 


Fig. 1.—Type of reconstructive operation that has not 
given good results. Continuity of ureter and renal pelvis 
should be preserved if possible. 


2. Stricture formation may occur not only at the 
operative site but in the ureter at the level of the 
end of the splint. Those using splints are not in 
agreement concerning the size of the splint. Davis * 
recommends a large caliber splint and states that 
after regeneration the lumen of the ureter will be 
even larger than normal after its use, whereas 
Weaver ‘ from his experimental work on dogs found 
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that a large diameter splint results in fibrosis and 
stricture formation and that a small caliber splint 
gives better results. Weinberg and I * have observed 
satisfactory regeneration of dogs’ ureters, without 
any splinting, following linear excision of one-third 
to one-half of the ureteral wall for a distance of 
3 cm. in 7 of 11 dogs. 

3. Splinting tubes, when allowed to remain in 
the ureter for prolonged periods, may become oc- 
cluded with incrustations and may produce ob- 
struction. 

4. Erosion through the ureter into the iliac 
vessels has been reported following the use of an 
indwelling ureteral catheter. Schoenemann” re- 
ported a fatal hemorrhage in a young female pa- 
tient in whom an indwelling ureteral catheter had 
been present for six weeks while she was being 


treated for pyelonephritis of pregnancy. 


Technique 

The technique for correction of obstruction at 
the ureteropelvic juncture has been simplified by 
the elimination of these unnecessary adjuncts. At 
operation the kidney is completely mobilized and 
the ureteropelvic juncture is exposed; all possible 
external causes of obstruction are removed. Fibrous 
bands and anomalous vessels are not uncommon. 
If the vessels are small and supply only an in- 
significant part of the lower pole, thev are divided 
and ligated. The small portion of the parenchyma 
supplied by them will undergo quiet atrophy and 
produce no trouble. If the vessels are of large size 
and if gentle occlusion with a rubber-shod clamp 


Fig. 2.—Continued recovery, over a two-year period, from hydronephrosis on the right. A, pyelogram in 7-year-old girl. 


Kidney estimated to contain over 200 cc. of infected urine. Catheter could not enter renal pelvis. B, pyelogram taken one 
year postoperatively. C, pyelogram taken two years postoperatively. Note funneling of ureteropelvic juncture in follow-up 


films. Urine is free of infection. 
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produces cyanosis in a major portion of the kidney, 
a serious attempt should be made to preserve the 
vessels. This may be done by changing the axis of 
the kidney or changing the course of the vessels 
by taking a few sutures through the tunica ad- 
ventitia of the vessels, fastening them at a higher 
level on the pelvis, thereby relieving pressure at 
the ureteropelvic juncture. 

The ureteropelvic juncture is opened routinely 
for inspection of the internal diameter, as calibra- 
tion with a catheter through an opening in the 
pelvis is not reliable. If there is no evidence of 
internal obstruction, the incision into the renal 
pelvis and ureter is allowed to remain unsutured. 
A nephropexy is done to elevate the kidney and 


Either the Schweizer-Foley type of Y- or 
the flap operation advocated by Culp’ have been 
used in this series. Both methods are excellent, 
and there are times when one is preferred over 
the other. The flap has several advantages; it can 
be cut from almost any part of the renal pelvis 
that is convenient. It can be made fairly long at 
times and used for repair of constricted areas that 
extend a moderate distance below the ureteropelvic 
juncture into the ureter. The flap should be pro- 
vided with a broad base and a well-rounded end. 
These principles are essential in preserving ade- 
quate blood supply. Although the blood supply of 
the renal pelvis normally is extremely rich, the 


V-Y type of plastic operation provides a sharp 


Fig. 3.—Urograms of patient, aged 52, —_ tted to hospital with anuria. og on the left had previously been 


was done. B, intravenous urogram taken 14 days after operation on 
ureteropel 


hold the ureter in a straight line. The wound is 
closed, and a rubber tissue drain is passed to the 
opening and allowed to remain for nine days. 
If intrinsic obstruction is found, a plastic proce- 
dure is done. The choice of technique depends on 
the type of obstruction found. 

An operation that preserves the continuity of the 
pelvic and ureteral wall is preferred. Complete 
transverse section of the ureter followed by re- 
implantation into the pelvis has not given as good 
results as those procedures where continuity of 
the wall is maintained (fig. 1). A complete transec- 
tion of the ureter interrupts synchronous peristalsis 
for several weeks, and dilatation of the proximal 
segment results. 


vic juncture. 
vic juncture. Urine is free of infection. 


C, intravenous urogram taken 


point of tissue at the apex of the V which may be 
vulnerable to slough. At least skin will become 
necrotic when treated in this manner. A_ high 
insertion of the ureter is probably the prime indi- 
cation for the V-Y type of operation. 

Suturing of the flap is done carefully, using 
interrupted 00000 atraumatic sutures; excessive 
stitching produces fibrosis and is therefore to be 
avoided. No attempt is made to obtain a watertight 
closure. If there is any obstruction distal to the 
point of repair, a suture line will not hold anyway. 
The redundant renal pelvis is not resected unless 
its size is excessive. Hydronephrotic renal pelves 
will return to a size that will function normally if 
obstruction is completely removed. Unnecessary 
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cutting and stitching of the pelvic tissues should be 
avoided to keep fibrosis to a minimum. A nephros- 
tomy tube is not used, as drainage is provided by 
leaving a vent 1.5 cm. long in the renal pelvis for 
egress of urine or blood clots. The repair may be 
carried out over a good-sized ureteral catheter, 
but this is removed as soon as the operation is 
completed, and no foreign body is allowed to 
remain in the kidney during the convalescent 
period. 

The kidney is replaced high in its bed and se- 
cured in this position by a few interrupted sutures 
placed between Gerota’s fascia and the fascia of 
the psoas, as described by Deming.” It is essential 
to keep the upper ureter in its normal bed and to 
prevent angulation, kinking, or an S-shaped de- 
formity that sometimes results when the kidney 
resumes a lower position following mobilization. 
It is extremely important to maintain adequate 
drainage until the ureter is securely healed. The 
rubber tissue drains should be carefully placed 
down to the opening in the renal pelvis and not 
disturbed for a minimum of nine days. In our ex- 
perimental work on dogs’ ureters, fibrosis and 
stricture from urinary extravasation followed in all 
instances when the drain was removed before the 
ninth day. 

In most of our patients surprisingly little urinary 
drainage resulted in spite of the fairly large opening 
in the renal pelvis. In the occasional instance when 
drainage persisted for 10 days, a cystoscope was 
introduced, and a ureteral catheter was passed up 
to the renal pelvis to dislodge a possible plug of 
mucus or blood clot; the catheter was then with- 
drawn. 

Results 


A total of 11 patients have been operated on 
with use of these techniques. All were discharged 
from the hospital on or before the I4th day. In 
none were secondary nephrectomy required because 
of failure of the anastomosis to function. In one 
patient, a woman who had formed soft stones of 
the “ground substance” variety for several years, a 
flap operation was done in 1954. She was free of 
infection and stones for several months; then the 
formation of soft stones resumed, and a nephrec- 
tomy was done 18 months later because of recur- 
rent stones and infection. A good ureteropelvic 
juncture was found in the removed kidney. Poor 
results can be anticipated when reconstructive sur- 
gery is done on the pelves of kidneys that have 
formed stones repeatedly or in those that have been 
severely infected for long periods. The remaining 
10 patients have enjoyed good results. 
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In appraising results the following criteria must 
be considered: 1. The kidney must be free of in- 
fection. 2. The ureter should drain the most de- 
pendent part of the pelvis. 3. Good funnel shape 
should be present at the ureteropelvic juncture. 
4. The patient should be free of symptoms (pain). 

Pain is probably the most difficult symptom to 
evaluate, as certain patients will have pain in the 
wound for months following any type of renal 
operation. If infection is absent and the kidney 
functions well and pyelograms show no evidence of 
obstruction, it can be assumed the pain will eventu- 
ally disappear. 

Patience and time are required for the renal 
pelvis to return to normal. In some instances ( fig. 
2 and 3) continued improvement has been observed 
in the appearance of the renal pelvis for over two 
years; there has been no infection and no pain. 
The functioning of the kidney has continued to 
improve. 

Summary 


Elimination of tubes and splints in reconstructive 
operations on the ureteropelvic juncture for the 
relief of obstruction can be done with gratifying 
results. Their elimination reduces postoperative 
renal infection and other foreign body reactions. 
The surgical technique is reduced to its simplest 
possible fundamentals, permitting shorter oper- 
ating time. The convalescence period is greatly 
reduced. 
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EFFICACY OF POLIOMYELITIS VACCINE 
' WITH SPECIAL REFERENCE TO ITS USE IN MINNESOTA IN 1955-1956 
Leonard M. Schuman, M.D., Herman Kleinman, M.D., L. Jerome Krovetz, M.D. 
Dean 8, Fleming, M.D., Minneapolis 


Prior to the application of the Salk poliomyelitis 
vaccine in 1954, in what may have been the largest 


field trial in history, sufficient concern as to its safety 
on the one hand and doubt as to its efficacy on the 
other existed in so many quarters as to engender 
serious question of the propriety of such a large 
scale application, at least until more nearly ade- 
quate tests of safety could be . Some 
investigators were of the opinion that only live 
virus vaccines could be efficient antigens and that 
a highly efficient vaccine might, therefore, contain 
live virus. Since Salk' was not working with at- 
tenuated strains but was rather applying formalin 
to demonstrably virulent strains of poliovirus and 
claiming complete killing, efficacy also remained 
in doubt. 

On the other hand, a voluminous literature ex- 
isted emphasizing the role which certain autar- 
ceologic, or innate, host factors might play in 
resistance irrespective of antibody level. Would 
vaccination in a recently tonsillectomized individ- 
ual, or in a pregnant woman with temporarily 
altered hormonal balance, or in an individual re- 
cently inoculated with other antigens, protect 
against clinical poliomyelitis? Such possibilities of 
lowered resistance in individuals coupled with the 
fact that clinical poliomyelitis occurred but once 
for each 100 to 1,000 infections * made it abun- 
dantly clear that proof of efficacy of any polio- 
myelitis vaccine would ultimately have to be de- 
rived from field studies and that these would have 
to be a considerable size. 

With the successful completion of the 1954 field 
trial and its demonstration of the reasonably high 
efficiency as well as the safety of the vaccines 


mental status and its use limited only by the diffi- 
culties of its mass production. Despite this develop- 
ment a few retained their concern 
for the continued safety and efficacy of the Salk 
vaccine and justifiably so. It was felt that continu- 
ing surveillance of all reported poliomyelitis cases, 
correlated with vaccinal history, was necessary to 


form at the Stall Meeting 


of poliomyelitis due to inoculation in the spring of 
1955, the several states had adopted such surveil- 


of vaccine in the state in May, 1955. 
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A measure of the effectiveness of vaccina- 
tion against poliomyelitis has been sought in 
the data from Minnesota, where the admin- 
istration of Salk vaccine began in May, 1955. 
With the usual methods of comparison, utiliz- 
ing trends in total and paralytic attack rates, 
the results have been difficult to interpret. 
The rate per 100,000 for all cases fell 
steadily from 131.6 in 1952 to 4.5 in 1956; 
but the fall began before vaccination, and 
the figure 4.5 is little lower than the 6.7 
observed in 1947. Similarly the rate for 
paralytic coses fell steadily from 68.4 in 
1952 to 2.1 in 1956; the fall began before 
vaccination, and the figure 2.1 is little lower 
than the minimum of 3.7 observed in 1947. 
66 The data for Minnesota are complete as re- 
8 gords the ratio of paralytic to total cases 
since 1946 and show a consistent trend 
downward from that year, the ratio of 46.2 
for 1956 is little lower than that of 48.4 for 
1954 and could be interpreted as continuing 
the trend. However, when a “‘life-table” 
method was applied to the data on polio- 
myelitis experience of vaccinated and un- 
vaccinated groups, it indicated that two 
doses of the vaccine effected a significant 
reduction of the incidence of poralysis al- 
though single doses did not. It is concluded 
that Salk vaccine as utilized in Minnesoto 
exerted a significant protective effect when 
two doses were given. 
employed that year," formalinized poliomyelitis 
vaccine was removed overnight from its experi- 
maintain vigilance on safety and effectiveness. 
Furthermore, changes in the procedures of vaccine 
production from those employed in the 1954 trials 
had already taken place in 1955, and further changes 
could be anticipated. Even before the occurrence 
a lance programs. In fact, it was the operation of the 
program on a state and national scale that led to 
partment of Health (Dr. Kleinman), Resident in Pediatrics, University detection of the first case in Chicago and the out- 
breaks in California and Idaho. Minnesota began 
(Dr. Fleming). . : its surveillance program with the first administration 
This paper was presented in preliminary 
of the University of Minnesota Hospitals on Feb. 1, 1957. ee 
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Changes in production methods were necessi- 
tated by at least two : destruction of 
antigenicity of tvpe 1 eguneiteieed virus by mer- 
thiolate in storage, and the presence of live virus 
in certain lots of vaccine early in the spring of 1955. 
The vaccines utilized since October, 1955, cannot 
be considered as identical with those emploved in 
the field trials of 1954 or in the mass applications 
late in the spring and in the early summer of 1955. 
It mav logically be argued that removal of mer- 
thiolate would operate toward improving the anti- 
genicity of the vaccine; however, there are those 
who would question the maintenance of antigenicity 
when additional filtration procedures are applied to 
guarantee the removal of the last vestiges of live 
virus aggregates. Although Salk’s recent laboratory 
studies * would indicate denial of this possible loss 
of antigenicity, ultimate proof of maintenance of 
antigenicity and efficiency of the vaccine would 
reside in field evaluations. 

Finally, the Salk vaccine had had a carefully 
controlled field trial of adequate magnitude in a 
nonepidemic vear. The question remained whether 
the vaccine's efficiency would be maintained in 
epidemic situations and, in fact, afford a rapid 
decline of poliomyelitis with increasing use. 

For these reasons we, in Minnesota, deemed it 
necessary to conduct a continuous study of vaccine 
efficacy. In addition to the surveillance program, 
which would provide constant awareness of vaccine 
safety, collateral studies were initiated and are con- 
tinuing on the trend of the incidence of the disease, 
age distribution of the cases, ratio of paralytic to 
nonparalytic disease, severity among vaccinated and 
unvaccinated persons, and the vaccinal status of 
the population by age. Beginning with the low 
point of the seasonal cycle of poliomyelitis in April, 
1955, every case of poliomyelitis occurring in the 
state has been investigated intensively for epidemi- 
ologic and clinical data and vaccinal status. Al- 
though the diagnostic level for paralytic cases was 
found to be gratifyingly high, all reported cases 
irrespective of diagnostic category were, 
possible, subjected to laboratory confirmation. This 
included attempts at isolation of virus from 
stools, poliomyelitis antibody titrations on acute 
and convalescent bloods, and exclusion tests for 
mumps, St. Louis and western equine encephalitis, 
and lymphocytic choriomeningitis. These specimens 
were processed in the laboratories of the Minnesota 
Department of Health and of the department of 
bacteriology and immunology of the medical school. 
Cytopathogenic agents, when isolated in any case, 
were submitted to the latter laboratory for identifi- 
cation. These latter tests as well as the exclusion 
tests for the encephalitides assisted greatly in prop- 
er designation of nonparalytic poliomyelitis. Phy- 
sicians of the state as well as hospitals admitting 

yelitis patients cooperated to an extremely 
degree in submitting specimens and providing 
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clinical data to assist in the final diagnosis. This 
aspect of the study involved personal or telephone 
communication with attending physicians, visits to 
major hospitals, and follow-up of patients with re- 
gard to residual lesions for severity studies. These 
studies have vielded interesting information on 
many aspects of the epidemiology and clinical char- 
acter of the disease, such as virus types and their 
geographic distribution. frequency of isolation cor- 
related with age and diagnostic category, contact 
infection rates, and correlation with symptoms in 
family contacts, to name but a few. The data re- 
ported herein deal exclusively, however, with vac- 
cine efficiency in the two vears of its application. 

With the success of the field trials in 1954 and 
the consequent widespread use of vaccine which 
followed, rigidly controlled studies of vaccine 
efficacy were no longer possible, though the need 
for such evaluation obviously remained as indicated 
above. Methods short of rigid experimental control 
had to be used, therefore, and several of these have 
been explored in our evaluation. 


Total Poliomyelitis Incidence 


if a poliomyelitis vaccine is effective in prevent- 
ing the disease, it may be argued that its expanding 
use would naturally affect the total case rate in the 
population. Consideration of any decline in total 
incidence must be related to the incidence in an 
immediately preceding, reasonably long period of 
time when change in diagnostic criteria or in re- 
porting activity will have been at a minimum. By 
the end of 1955, approximately 28 million cubic 
centimeters of vaccine had been distributed in the 
United States,” with 15,500,000 cc. channeled into 
the National Foundation for Infantile Paralysis 
(NFIP) program for first and second doses for 
those participating as controls in the 1954 trials 
and second doses for those who had received first 
inoculations in the spring of 1955. Data on actual 
utilization of vaccine for 1955 are not available for 
the country as a whole, and the several states had, 
by the end of the year, developed diverse age 
on Even if all 28 million cubic centimeters 

been used, howev 


1951. By Nov. 30, 1 
cubic centimeters of vaccine * had been distributed 


V 

1958 
sented but one dose for less than half of the esti- 
mated 65 million persons who were in the 0-to-19- 
year age group or pregnant women. Table | shows 
the reported incidence of poliomyelitis in the nation 
for the period 1946 through 1956. In 1955, 28,983 
cases were reported for a rate of 17.6 per 100,000. 
In some quarters this was pointed to as a decline 
due to vaccine and apologies made for the relative- 
ly small change on the basis that but a small pro- 
portion of the population at risk had been inocu- 
lated. Certainly no evidence can be found for a 
vaccine effect when the 1955 rate was not signifi- 
cantly different from the rate in 1946, 1948, and 
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and could have represented two doses of vaccine 
for 30 million and one dose for the remaining 35 
million of the 65 million persons at greatest risk 
for the two-year period. In 1956 there were but 
15,400 cases of poliomyelitis reported for a national 
rate of 9.2. This figure, in line with the trend, could 
be provocative were it not for the rate of 7.5 per 
100,000 in 1947. 


Taste 1.—Reported Incidence of P. 
(United States, 1946-1956) 
Vr No. of Cases” Rate oo 
16.8297 74 
22.1 
37.1 


Sen Annes! Supplement, Morbidity and Mortaty Weekly Re- 
port, National Office of | Statiaties, of Health, 
Vol. 4, at, Sept 

rT 


Accurate records of the Minnesota Department 
of Health reveal that in the spring of 1955, 112,115 
children in the first and second grades of school 
had been given single doses of Salk vaccine under 
the program of the NFIP, and by the end of the 
year 181,207 children under 10 vears of age (28% 
of those eligible) had received at least one dose of 
vaccine while 110,955 (17% of those eligible) of 
these had received two doses.” In addition 6,633 
persons between the ages of 10 and 19 and 5,612 
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Incidence of Paralysis 


Recalling that the Salk vaccine was statistically 
shown in 1954 to be effective only against paralytic 
poliomyelitis, we wondered if a comparison of attack 
rates for the paralytic disease for the periods under 
consideration would reveal effect of vaccination. 
Unfortunately, data on paralytic attack rates for 
the United States as a whole are not available for 
earlier than the last few years. Data for Minnesota 
are available, however, and these are presented in 
table 2 also. The rate for 1955 was 7.3 per 100,000. 
This rate would appear promising in comparison to 
the rates for 1952 through 1954, but it represents 
twice the rate of paralytic poliomyelitis in 1947 
when but 3.7 cases per 100,000 were recorded. In 
1956, the first provocative clue is obtained. The 
rate of 2.1 paralytic cases per 100,000 is almost half 
the lowest rate recorded in the preceding 10-year 
period. Although it is essentially true that prior to 
the delineation of certain poliomyelitis-like diseases 
and the availability of laboratory tests for their 
differentiation, a certain number of paralytic cases 
reported in earlier years were not due to poliovirus, 
the significant disparity between attack rates for 
1956 and 1947 cannot be entirely explained on this 
basis, for our studies in 1955 revealed that but 6.5% 
of cases initially reported as paralytic poliomyelitis 
were ultimately found to have been nonparalytic 
disease or other entities, such as Guillain-Barré syn- 
drome and transverse myelitis.” The extreme varia- 
bility in paralytic attack rates over the preceding 
10-year period in Minnesota, however, makes it 
difficult to credit the disparity between the rates 
for 1947 and 1956 sole!y to the introduction of the 


in Minnesota, 1946-1956 


All Cases Paralytic ( 

Vr No. Rate No Rate 
47 lle a7 
“5 ont 2s» 
2.137 71. 1,137 
ow 14 a” les 


* Provisional with respect to ponparaly tie cases only. 


vaccination factor in 1956. At least such incidence 
data cannot reveal what the rate would have been 
without vaccine. 


Ratio of Paralytic to Nonparalytic Disease 


Assuming that the ratio of paralytic cases to 
nonparalytic cases would be reversed in favor of 


nonparalytic cases as a vaccine effect, an evaluation 


66 
8 
pregnant women had received at least one inocula- 
tion. In table 2 the reported incidence of poliomye- 
litis in Minnesota for the period 1946 through 1956, 
is presented. In 1955, 510 cases were accepted as 
poliomyelitis for an over-all attack rate of 17.1 per ee 
100,000 which was not significantly different from 
the rates in 1950 and 1951 and more than twice the 
rate for 1947. By Dec. 31, 1956, 808,912, or 64.4% 
of the population aged 0-19 years and pregnant 
women, who were eligible for vaccination, had re- 
ceived at least one dose with 661,522 receiving two 
injections.’ Table 2 reveals the 1956 rate to be 4.5 
per 100,000 which, though lowest for the period 
under consideration, still is not significantly differ- 
ent from the attack rate in 1947. It must also be 
emphasized that in 1955 and 1956 the total attack 
ses which in earlier years 
1 as nonparalytic poliomye- ee 
tudy period have been ex- 
tions, encephalitis exclusion 
of other cytopathogenic 
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of vaccine efficiency might be made on the basis of 
proportion of paralytic cases. Table 3 presents the 
annual preportions of paralytic cases for Minnesota 
in the period 1946-1956 and for the entire nation in 
the period 1951-1956. The values for the United 
States as a whole are not reliable since large pro- 
portions of the reported cases were undesignated 
as to type of disease. The data for Minnesota, how- 
ever, are complete. In the period prior to 1947 the 
proportion of paralytic cases was much higher than 
in the past 10 years. An increasing trend in report- 
ing of nonparalytic cases was noted then, and this 
trend became stabilized from 1947 onward. Thus 
it can be noted that in the vaccine years 1955-1956 
the proportions of paralytic cases were somewhat 
lower than the rather stable proportions in the 
preceding eight-year period but not as low as might 
be expected from the increasing use of Salk vaccine 


Taste 3.—Percentage of Reported Cases Designated as 
Paralytic by Year of Report 
(Minnesota 1946-1956; United States 1951-1956) 


Yr Minnesota 
"33 
eee 
“7 
Ro 
BR 
we wl 


Sourees’ Annual Supplements, Morbidity and Mortality Weekly Re- 
ports, National Office of Vital Statistics, Department Health, Educa. 
then, and Wellare, 


in this two-year period. It should be noted, how- 
ever, that the only comparable years in the series 
are 1955 and 1956. From the inception of the sur- 
veillance program in 1955, classification of cases 
has involved more rigid criteria than in the pre- 
ceding eight-year period. It is obvious, then, that if 
poliomyelitis-like disease without paralysis had 
been included in 1955 and 1956 the proportions of 
paralytic cases would have been still smaller. By 
including the nonparalytic poliomyelitis cases of 
1955 and 1956 as originally reported to the depart- 
ment of health without rigid clinical review and 
resort to laboratory data, the proportions of para- 
lytic cases in the total reported incidence for the 
years 1955 and 1956 would have been 38.0% and 
W.7% respectively. These values, which thus be- 
come more nearly comparable to the values for the 
preceding period, do represent significant reduc- 
tions in the proportions of paralytic attacks and 
correlate well with the increasing application of 
Salk vaccine to the Minnesota population. Although 
providing a clue to vaccine efficacy, this indirect 
approach is at best only inferential. 
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Age-Distribution Studies 


In 1955 vaccine had been given primarily to 
Minnesota children within the age group 5-9 years. 
(Only late in October were inoculations begun in 
children under 5 and in December in persons in 
the age group 10-19 [table 4].) Evidence for vac- 


Taste 4.—Reported Inoculations with Salk Vaccine Among 
Persons 0-19 Years of Age and Pregnant Women 
(Minnesota 1955-1956) 


Inoculation 

Period Age Group, Yr. Third lations 
let end grades 192,115 12,015 
Tet and grades ee 738 eee 16,758 
17/12/31 Under 2.870 2471 7 45,448 
wes 511s lw” eee 5.258 
1-19 14 one 1 
Pregnant women 5,012 1 


cine efficiency might be sought in an age shift in 
paralytic attack rates away from the 5-to-9-year 
group, especially since this group had vielded high- 
er paralytic attack rates than all other age groups 
in the preceding nine years with the exception of 
1951. In figure 1, age-specific attack rates for para- 
lytic poliomyelitis in Minnesota have been plotted 
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Fig. 1.—Age-specific attack rates of paralytic poliomyelitis 
in Minnesota, 1951-1956. 


as average rates for the period 1951-1953 and as 
individual rates for 1954, 1955, and 1956. The curve 
for 1955, though showing a moderate tendency to 
flatten, nevertheless revealed a continuing peak at 
age 5-9. This, of course, would be expected in view 
of the fact that in Minnesota in 1955 only 112,115 
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children, predominantly 6 and 7 years of age, out 
of 287,158 in the 5-to-9-year age group had received 
but a single dose of vaccine in May and June. In 
consolidated age distribution data from 33 states 
in 1955, there was noted an unprecedented and 
significant lowering of the paralytic attack rates 
among children 7 and 8 years old. This dis- 
continuity was even more striking when the curve 
was superimposed on that for 1952." These ages 
represent the bulk of children vaccinated in the 
field trials of 1954, with boosters in 1955, as well as 
those in the NFIP programs of 1955. A similar find- 
ing on hospital admission data was reported by the 
NFIP."” 

For 1956, the tendency to flattening of the age- 
specific paralytic attack rate curve for Minnesota is 
greatly exaggerated. The minor differences in age- 
specific attack rates among the groups under 20 
vears of age are very insignificant. This would be 
expected if due to a vaccine effect, since more than 
95% of the 5-to-9-vear age group in the state have 
had at least one dose of vaccine and more than 
77% have had two doses (table 5). 

Two other states, New York and California, have 
compiled and released data similar to those of 
Minnesota. The New York data are graphically 
portrayed in figure 2. Not only has the curve of age- 
specific paralytic attack rate been flattened, but the 
rates for the age groups 5-9 and 10-14 are signifi- 
cantly lower than for the group under 5 years. 
California, with an increase in cases over that of 
1955, a trend distinctly different from that of New 
York and Minnesota, noted a shift in age incidence 
from the 5-to-l4-vear group to the group under 5 
vears of age. These data for the three states seem 
to correlate well with the proportions inoculated in 
the several age groups. Also, data for the nation 
at large (which data are as vet incomplete) would 
indicate a distinct trough in the age-specific para- 
lytic attack rate curve between the 5-year and 9- 
vear age groups."* 

This type of evidence is highly suggestive of a 
vaccine effect, and we would be prone to accept it 
unequivocally as indicative of vaccine activity were 


Tasre 5.—Estimated Vaccination Coverage of Selected Age 
Groups (Minnesota, Dec. 31, 1956) 


with with with % with 
Age Group, Yr. 1 Dose 2 Doses S Doses Any Vaccine 
OG 92.7 75.7 
SID ila 56 


it not for the epidemiologic history of poliomyelitis. 
Our reluctance to do so, minor though it may be, 
is based on the fact that early in the history of the 
disease the greatest risk of attack occurred among 
children under the age of 5. Since we do not under- 
stand all the natural factors which produced a shift 
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in attack to older age groups, it would be folly to 
assume these factors could not for a re- 
versal of age-incidence trends. Slight though this 
possibility may be, the significance of these shifts 
must await long-term analyses and, wherever pos- 


Cater 10-16 18-19 20-99 90-90 wf 
age ia Yeere 
Fig. 2.—Age-specific attack rates of paralytic poliomyelitis 
in New York State, 1951-1956 (source: C. D. Bulletin, 
N. Y. State Health Dept., Dec. 28, 1956). 


sible, comparisons between communities with high 
time. 


Rates Among Vaccinated and Unvaccinated 


The most nearly adequate proof of vaccine effi- 
cacy must, therefore, reside in the comparison of 
attack rates for vaccinated and unvaccinated groups 
of similar ages and under similar circumstances of 
exposure. The conditions for such continued field 
testing presented themselves in Minnesota in 1955 

vaccine, in short supply, was restricted to first 
and second-grade school children. In Minnesota, 
which did not participate in the 1954 trials, a virgin 
population was available for a study of effective- 
ness of a single dose of vaccine. In the last week 
of May and first week of June, 1955, 112,115 of 
145,374 eligible school children received a single 
dose of Salk vaccine. The evaluation period was 
selected to begin on June 1, since the vast majority 
of eligible school children had by then had the first 
dose of vaccine. The closing date was Oct. 1. By 
this time the peak incidence of the disease had 
passed and second doses had just been given. In 
period there occurred 20 cases among the in- 
oculated and 9 cases among the uninoculated first 
and second graders. An additional or check control 
of unvaccinated 6-to-9-year-olds was also utilized, 
since it was felt that cases occurring among un- 
vaccinated first or second grade children older than 
8 vears might not be brought to our attention as 
part of the study group for this latter group was 


first grade and 10-year-olds in 
the sccund goede in May, 1955, were negligible, the 
auxiliary control group was limited to 6-to-9-year- 
olds. In this latter group 37 cases occurred. Table 
6 presents the case rates of the study and control 


groups for the period June 1 to Oct. 1 according to 


§ 
i 20 ~ 
j 
10 
an independent survey showed that the proportions 


No. of Total Nonparalytie Paralytic 
dren «Cases Rate Cases Rate Cases Rate 


Ww “3 4 a4 

accinated 


studies in other states in 1955, those with 
epidemics, support these findings.'* No evidence to 
the contrary was educed in 1955. States with ade- 
quate data for single dose evaluations included 
California, Massachusetts, New York (upstate), 
and Wisconsin. California, with a paralytic attack 
rate among nonvaccinates comparable to the Min- 
nesota , Showed a 59% reduction among 
vaccinates. New York State (exclusive of New 
York City) with a slightly higher paralytic rate 
revealed a 76% reduction. Massachusetts and Wis- 
consin both experienced type 1 epidemics in 1955. 
A paralytic rate of 157 per 100,000 among unvac- 
cinated persons in Massachusetts '* may be com- 
pared with a rate of 63 among vaccinates for a 
reduction of 60%. Wisconsin, with the second high- 
est case rate in the nation,’’ showed a 72% reduc- 
tion (from 102 to 29 per 100,000) among vaccinates. 
These and other states revealed greater per- 
centages of effectiveness with two doses of vaccine: 
California, 88%; Canada (selected provinces), 
100%; Louisiana, 89%; Massachusetts, 65%; New 
York, 86%; North Carolina, 60%; and Wisconsin, 


the spring of 1955 when a single dose was given 


ceiving their first. Thus the several age groups as 
well as individuals within an age group were sub- 
jected to varying risk of attack, first as nonvac- 
cinates and then as recipients of one, two, or three 
doses of vaccine. It is apparent vaccina- 
tion status of the population was, and continues to 
be, a continuously varying quantity. It is immedi- 
ately obvious that the simple analysis applied to 
the 1955 data was no longer valid under such 
circumstances. A “pure” group, with constant 


To compensate for this, a “life-table” approach 
was utilized in computing case rates. The denomi- 
nators were no longer stable segments of the popu- 
lation but rather person-months or person-years of 


ring in any of the categories was considered as 
leaving that category. Similarly those receiving a 
second dose of vaccine were considered as leaving 
the one-dose category and those receiving a first 
dose as leaving the unvaccinated category. To com- 
pute the number of person-months at risk in a 
certain category, to the number present in the 
category at the beginning of the month add one- 
half the number entering the category during the 


Tasie 7.—Person-Months of Experience by Im 
Status (Minnesota, June 1, 1955-Dec. 31, 1956)* 


No 1 2 Age Groups 
Month Vaccine Dose Doses (Comsidered, Yr. 

mm! me ow 

2123 177.2 oly 
one BIA ow 

m4 11 ow 
mo Wee ow 

Total person-mo. ......... 
mn 


* All feures in thousands. 


month and subtract one-half the number leaving 
the category during the month. Halving the latter 
two numbers is done to compensate for the fact 
that individuals do not leave or enter en masse on 
the first day of the month but do so continuously 
throughout the month. To obtain the person-years 
value, divide the total number of person-months by 
12. To obtain the vaccinal status of members of the 
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type of disease. Pertinent to our discussion are the disease. Some individuals were receiving their 
paralytic attack rates which revealed a definite second and even third doses while others were re- 
protective effect by a single dose of vaccine. The 
virtually identical rates for the two types of control 
are of interest. 
Although the figures for Minnesota are small and 
the group differences not of high statistical sig- 
nificance, the collective experiences of special 
Taare 6.—Poliomyelitis Case Rates per 100,000 Among Chil- 
dren in First and Second Grades (Minnesota, 1955; 
Onsets June 1-Oct. 1) 
Bd vaccinal status to be carried through a poliomyelitis 
Vaccinated (1 dose) 
‘ 
Protection afforded experience in categories of unvaccinated, one-dose, 
and two-dose rank. A case of poliomyelitis occur- 
84%. Thus, in 1955, the collective experience with 
one and two doses of vaccine yielded consistent evi- 
dence of continued efficacy of the vaccine. 
As discussed earlier, since changes in procedure 
of vaccine production were continuing, we in 
Minnesota deemed it necessary to establish con- 
tinuous evaluation of vaccine efficiency. As vaccine 
supplies were increased after September, 1955, ee 
broader age groups were encompassed and by 
early 1956 the group 0-19 years of age and preg- 
3, 
in 
to 
tions were being performed throughout the year, 
before, during, and after the seasonal peak of the 
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population month by month, continuous tabulations 
of all vaccine inoculation reports from physicians 
and clinics were maintained. These reports were 
on a mandatory basis for the duration of the dis- 
tribution of state-purchased vaccine and on a vol- 
untary reporting basis for commercial supplies after 
these were available in August, 1956. In Minnesota, 
100% of available vaccine was state-purchased 
through July, 1956. Although no restrictions on age 
use were placed on commercially purchased vac- 
cine, only the 0-to-19-vear group was studied for 
vaccine efficiency. Furthermore, vaccinal status was 
arbitrarily deemed to change 14 days after date of 
moculation to provide for adequate vaccinal effect. 
Thus, if the date of onset of a case was within 14 
days of the date of last dose of vaccine, that dose 
was discounted. (It is recognized that any dose of 
vaccine administered to an individual with preexist- 
ing naturally acquired antibody may well evoke a 
booster response in much less time than this. Since 
the existence of such antibody was not known in 
any of the cases, the 14-day interval was selected 
for the sake of uniformity. ) 

In table 7 are the data on person-months of ex- 
perience or risk, by immunization status. It will be 
noted that the first and second grade groups have 
been included in our most recent calculation since 
they not only are obviously part of the 0-19 group, 
but have had second doses of vaccine since the 
summer of 1955 and have had two seasons of ex- 
posure to poliomyelitis. The total person-months 
and person-vears for each category from which 
attack rates have been calculated are also noted. In 
table 8 is the distribution of cases of poliomyelitis 
occurring in the study period according to clinical 
types, vaccinal status, and period of occurrence. 
Utilizing these data as numerators and the date 


Tasre 8.—Cases of Poliomyelitis with Onset Between June 1, 


1955, and Dec, 31, 1956, by Vaccination Status, C 
Types, and in Selected Age Groups 
(Minnesota) 
Paralytie Nonparalytie 


No No 


Vae Vac 
Time Period Age Giroup, Yr. cine cine 


110 81 3 1 2 
111 ww eee 


from table 7 as denominators, attack rates by vac- 
cinal and clinical status are derived and expressed 
in cases per 100,000 person-years of experience. 
These are summarized in table 9. It can be seen 
that reductions in incidence of paralysis occurred 
both in the population with single doses of vaccine 
and in that with two doses of vaccine. Reduction 
in rate or protection afforded by one dose was 
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23.4%, a difference found not to be significant. With 
two doses however, the reduction was 83.1%, a 
highly significant difference. 

Possibilities of Error and Questions Remaining.— 
It was anticipated that questions on the validity of 
use of commercial vaccine data would arise because 
of incompleteness of voluntary reporting. To test 
the magnitude of the error involved, copies of com- 


by 
Status (M lnnesote, June 1, 1955-Dec. 31, 1956) 
wees 


co 
Total Total Rate 


Vaecinal Status Cases Rate No. moe Ne. 


mercial vaccine shipment invoices, inventories of 
unused vaccine in the hands of physicians, pharma- 
cists, and distributors, and voluntary reporting data 
on the use of commercial vaccine were analyzed. 
From these sources it was calculated that voluntary 
reporting for the months of August through De- 
cember, 1956, was approximately 59% complete. 
However, theoretically adjusted values of commer- 
cial vaccine application in the 0-to-19-vear age 
group represented a maximum of 1.1% of all the 
vaccine used for the first dose in the total experi- 
ence and 2.2% of all the vaccine used for second 
doses in this experience. Thus, errors in the denomi- 
nators, interjected by incompleteness of voluntary 
reporting, cannot exceed these magnitudes. In any 
event, perfect reporting would obviously have in- 
creased the denominators for the single and two- 
dose categories and diminished the unvaccinated 
denominator. Hence disparities in paralytic attack 
rates between the vaccinated and unvaccinated 
groups would have been increased in favor of the 
vaccinated. 

Thus it may be concluded that Salk vaccine as 
utilized in Minnesota maintained relatively high 
protective efficiency when two doses were given. 
The percentage reduction in paralytic attack with 
a single dose of vaccine for the experience as a 
whole, though statistically not significant, was 
smaller than the protection afforded by a single 
dose in the 1955 season. Whether this implies a 
moderate decline in antigenicity in present vaccines 
over those utilized early in 1955 cannot be stated 
with assurance from these data. It is significant, 
however, that two doses provided a degree of pro- 
tection comparable to that provided by three doses 
in the field trials of 1954. This is not surprising in 
view of Salk’s subsequent investigations '* in which 
it was shown that the third inoculation in the 1954 
field trials, one month after the second inoculation 
which had been given a week after the first, was, 
indeed, not a booster dose; and antibody levels fol- 
lowing this third injection were not significantly 


Taste 9.—Poliomyelitis Attack Rates, per 100,000 Person- 
ti‘ 
axes 
66 
8 


epidemic theory is pertinent since the occurrence 


break of poliomyelitis in Chicago early in the sea- 
son in 1956. When incidence began to rise early in 
July, sufficient vaccine had already been used to 
provide for two inoculations in slightly less than 
50% of the eligible population under 20 years of 
age, the group at greatest risk. In an upstate New 
York county with a population of 100,000, the 
attack rate by September, 1956, had reached 100 
per 100,000. It was estimated that close to 50% of 
the eligible population had been vaccinated. 

Do these instances of increased poliomyelitis in- 
cidence signify vaccine failure? It will be recalled 
that in Massachusetts during the large outbreak 
of 1955 a single dose of vaccine was proved to 
effect a 60% reduction in paralytic attack rates ** 
from 157 per 100,000 among unvaccinated to 63 
per 100,000 among the vaccinated. In Wisconsin, 
under epidemic conditions a similar reduction in 
rate was achieved. The rates for vaccinated were 
nevertheless higher than those for unvaccinated 


Poliomyelitis vaccination ly does not 
prevent infection with the virus. In animal studies 
extremely high titers of antibody are necessary to 
reduce multiplication of virus.'* In man virus con- 
tinues to multiply and to be excreted from the stool 
after vaccination and antibody rise, although there 
is some evidence that the period of excretion may 
be shortened. The dynamics of poliomyelitis epi- 
demics are not entirely understood. Favorable bal- 
ance between susceptibles and immunes in the 
population provides an oversimplified explanation 
for a phenomenon which must involve, among other 
factors, the quantity of virus in a community and 
its rapidity of spread. The history of poliomyelitis 
in any community reveals swings of incidence, both 
in total and in paralytic categories, from extreme 
lows to extreme highs. The number of paralytic 
cases that will occur in a community is unpredict- 
able. In 1955, the attack rates in many communi- 
ties were low; in Minnesota this was also true. 
Since only 10% of the population at greatest risk 
(0-19 years of age) had received but a single dose 
of vaccine, certainly the low paralytic rate cannot 
be entirely attributed to vaccine. In M 


had 
much higher. A difference in effective spread 
must have occurred. With so small a frac- 
population at risk vaccinated with an 
ng but 60-70% protection against 
venting infection per se, the ubiquitous virus ob- 
viously came into contact with large numbers of 
susceptible unvaccinated individuals. To these 
must be added the vaccine failures, for, at best, a 
60-70% or even 80% effective vaccine allows the 
development of paralytic cases in an amount equal 
to 20-40% of the paralytic cases which would have 
occurred had vaccine not been given in the com- 


munity. 

At what level of vaccination could we be sure 
that outbreaks would no longer occur? The answer 
to this is not available at the present time nor is it 
simple to derive on theoretical grounds. In Minne- 
sota, only 49% of the population 0-19 vears of age 
had received two doses of vaccine by the end of 
1956 (table 5), and 34% of this population group 
remained without a single dose. The Chicago and 
upstate New York experiences would indicate that 
immunization of 40-50% of the population at great- 
est risk is not adequate. The low paralytic attack 
rate in Minnesota in 1956 must in part have been 
due to vaccine; but the greatest part of this rate 
and virtually all of the rate in 1955, also quite low, 
may have been but manifestations of a more or less 
cyclic phase in the dynamic balance between 
natural immunity and susceptibility. 

Will vaccination virtually approaching 100% in a 
community ultimately lead to a reduction in carrier 
infections or at least in their duration and thus re- 
duce the opportunities for transfer of virus? Will 
communities, achieving such a state of affairs, and 
maintaining antibody levels on a continuing basis, 
by early infancy immunization and boosters, ul- 
timately rid themselves of epidemic threats and by- 
pass the phenomenon of vaccine failures so that 
paralytic cases will occur but rarely? These are 
among the problems that the ensuing years of ob- 
servation may resolve. At the present time, and 
pending the development of even more efficient 

iovirus vaccines, vaccine coverage of an even 


er proportion of the population is an immediate 


Summary 


The use of trends in total and paralytic attack 
rates as measures of poliomyelitis vaccine efficiency 
has been found inadequate. Paralytic attack ratios 
and age-distribution comparisons have been found 
only suggestive of vaccine efficacy. The most nearly 
adequate measure of vaccine efficiency, short of 
placebo control studies, appears to be comparison 
of paralytic attack rates between vac- 
cinated and unvaccinated groups 
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higher than the levels following the second inocula- a corresponding percentage of the same-aged 1- 
tion. In 1955 and 1956, recommended immunization 
schedules in Minnesota and elsewhere followed 
Salk’s recommendation of a month’s interval be- 
tween first and second inoculations and no less than 
seven months between second and third inocula- 
tions. 
The — — of vaccine efficiency to 
of outbreaks in the face of intensive immunization 
programs in some areas could prompt premature 
judgment of vaccine failure. Doubt of vaccine 
efficacy could be expressed in considering the out- 
populations in nonepidemic states. Where, then 
does the explanation of this seeming discrepancy 
lie? 
goal. 
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To permit the comparison of paralytic attack 
rates among vaccinated and unvaccinated 
constantly varying in a population, a “life-table” 
method has been developed. By this method, analy- 
sis has revealed the use of two doses of Salk polio- 
mvyelitis vaccine in Minnesota in 1955-1956 to have 
been 83% protective against paralytic poliomyelitis. 
The continuing evaluation of vaccine efficiency will 
depend on cooperation of all physicians in the 
voluntary vaccination reporting system. 
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CLINICAL NOTES 


PARAPLEGIA AFTER TRANSLUMBAR AORTOGRAPHY 
Laurence A. Grossman, M.D. 
and 


James A. Kirtley, M.D., Nashville, Tenn. 


Translumbar aortography has become a widely 
employed procedure. It has been considered rela- 
tively safe and it is not difficult to perform. Al- 
though there have been only a few recorded cases 
of paraplegia secondary to abdominal aortography, 
this is a complication of great magnitude. A review 
of the literature reveals five cases reported by An- 
toni and Lindgreen (1949).' Bovarsky (1954), 
Baurys (1954),* Abeshouse and Tiongson ( 1956 
and McCormack (1956).° There are undoubtedly 
other instances of paraplegia after this procedure 
which have not been reported. Baurys states that 
Nelson was acquainted with two cases which oc- 
curred in Europe and Canada respectively. Another 
unreported instance is referred to in an insurance 
journal.” The following report places on record still 
another instance of this catastrophic complication 
of aortography. 


Report of a Case 


A 50-year-old man was first admitted to Vanderbilt Hus- 
pital in June, 1949, because of hypertension, hypertensive 
headache, and retinal hemorrhages. The blood pressure was 
180/100 mm. Hg. One month later he was readmitted and a 
bilateral thoracolumbar sympathectomy was performed. Sub- 
sequently, hypertension persisted and the patient experienced 
short periods of mental confusion interpreted as being due 
to hypertensive encephalopathy. From 1949 to 1956 he was 
frequently admitted to a local hospital for treatment of hy- 
pertension. In 1954 a chronically infected and contracted 
left kidney was removed surgically. 

On Sept. 20, 1956, he was admitted to Vanderbilt Uni- 
versity Hospital because of pain and numbness in the right 
leg and foot, both at rest and upon exercise, of six weeks’ 
duration. Walking was accompanied by a limp. The - 
became so severe for three weeks before admission that fre- 
quent injections of opiates were necessary. Some pain, less 
severe, occurred in the left leg and left foot. 

revealed a thin, emaciated man who appeared 
10 years older than the stated age. Retinal and generalized 
arteriosclerosis were present. The heart was enlarged. The 
blood pressures in the recumbent, sitting, and standing posi- 
tions were, respectively, 160/85, 120/78, and 90/68 mm. 


Hg. The lower third of the right foot was the site of rubor 

on dependency and was cool. Both femoral arteries were 
felt but the pulsations were slightly diminished and no pulsa- 
tions whatsoever were detected in the more distal vessels. 


The blood 
nonprotein nitrogen level was 44 mg. per 100 cc., and the 
serum cholesterol level was 270 mg. per 100 cc. X-ray of the 
lower extremities did not show any arterial calcification. An 
electrocardiogram revealed the changes of left ventricular 
strain and anterior wall coronary insufficiency. 


region into the abdominal aorta. A test dose of 1 ml. 
of a 70% solution of acetrizoate (Urokon) sodium was in- 
jected. No evidence of sensitivity developed. Injection of 
acetrizoate through each needle was then begun. The cas- 
sette changer on the x-ray table became jammed on the third 
film, and because of this fact the injection was discontinued 
after a total of 12 ml. Slight extra-aortic extravasation oc- 
curred. The two films showed an incomplete picture of the 
aorta. There was retrograde filling and the 12th left inter- 
costal artery was visualized. It was decided to repeat the 
injection. This was done 15 minutes after the first injection. 
The needles were reinserted at a lower level and 10 ml. 
from each syringe was injected simultaneously. The aorto- 

grams revealed conclusive evidence of blockage of the aorta 
of Go bale of lumbar vertebra. 
The column of dye extended upward instead of downward 
and the lower part of the aorta could not be visualized. 
The procedure was completed at 3 p. m. At 5 p. m. a flaceid 
paralysis of the lower extremities became evident and there 
was anesthesia below the Ilth thoracic dermatome. Vibra- 


eral exacerbations of urinary tract infection. 


time of left lumbar sympathectomy. At autopsy 
thrombosis of the anterior spinal artery and its 
branches has not been demonstrated. Demyeliniza- 
tion has been observed in the thoracolumbar region 
of the cord, with principal involvement of the lateral 
funiculi and of the ventral funiculus. Boyarsky * 
theorized that sensitivity of the nervous system to 
the contrast medium was present in the case he 
observed. Hol and Skjerven ’ that dam- 
age to the spinal cord after translumbar aortography 
may be expected from the supine position of the 
subject, prolonged exposure to the contrast medium, 
repeated injections of the contrast medium at short 
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intervals, and abnormal susceptibility of the spinal 
cord to injury. They suggest that the high specific 
gravity of the contrast medium predisposes to con- 
centration of the material in the dorsal arteries 
supplying the spinal cord. They note the possible 
causative role of prolonged exposure to the contrast 
medium resulting from retardation of the blood flow 
in cases of thrombus formation. Abeshouse and 
Tiongson * also believe that paraplegia results from 

1 cord damage produced by the direct toxic 
action of the highly concentrated contrast medium 


and they discuss the possible etiological role of 


vasospasm. 
In their cases, Antoni and —— employed a 
70% solution of Boyarsky's patient * 


developed paraplegia immediately after aortography 
with a 70% solution of acetrizoate. The type of 


contrast medium employed by Baurys" is not 
known. Abeshouse and Tiongson ‘ used a 70% solu- 
tion of acetrizoate. McCormack also employed 
this drug in the same concentration, and so did we. 

In our case and in two of the other five which 
have been reported ( Boyarsky * and McCormack *), 
the initial aortograms were considered unsatisfac- 
tory and were promptly repeated. Because trans- 
verse myelopathy developed after the reinjections, 
M suggests a delay of from 7 to 10 days 
when a second aortogram is required. He also sug- 
gests a higher injection level since this provides an 
increased number of collateral channels for the 
distribution of the dye and increases the opportuni- 
ty for dilution. Since sensitivity of the spinal cord 
to various contrast chemicals may vary directly in 

to their concentration, a 50% solution 
instead of a 70% solution of diatrizeate ( Hypaque ) 
sodium has been employed by some workers. 

The injection level in our case was possibly a 
little higher than usual, since the dye extended 

ard and the lower intercostal arteries were visu- 

. It was felt that the lumbar sympathectomy 

and the left nephrectomy which the patient had 

undergone previously distorted the position of the 
aorta to some extent. 

Other tions of translumbar aortography 
occur. Gould and Willson,” in a review of the vari- 
ous complications of aortography, describe six cases 
in which severe renal damage followed the injection 
of renal arteries. They cite eight instances of renal 
shutdown, two of which were fatal, after injections 
of the dye into the aorta. Thrombosis of the supe- 
rior mesenteric arteries has also been observed. 

Our unfortunate experience with aortography, 
reviewed in the light of the experience of others, 
has led us to abandon it as a diagnostic procedure. 
If the clinical story suggests occlusive disease of the 
lower abdominal aorta or if an aneurysm thereof 
has been detected, then, by direct surgical approach 
the femoral arteries are visualized. This takes only 
a few minutes. If the femoral vessels are patent 
and relatively free of arteriosclerotic change, the 
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thrombetic occlusion of the terminal abdominal aorta or of es 
the right femoral artery. On Sept. 27, 1956, an aortogram 
was made. With the patient under light anesthesia with 
thic tal (Pentothal), two needles were inserted via the 
V 16 
195¢ 

tory and position senses were absent, as were the deep re- 
flexes in the lower extremities. A neurologist confirmed the 
presence of transverse myclopathy at the I1th thoracic se- 
ment. 

After four months the neurological manifestations of the 
transverse lesion persisted without any change. The intrac- 
table pain in the foot and leg disappeared with the onset of 

Physiothera- 
peutic measures have been employed. Recently, an infarct 
developed in the lower lobe of the left lung, and the pa- 
tient’s condition remains precarious, 
Comment 

The exact cause of paraplegia in our patient is 
not known. In four similar cases reported, para- 
plegia was a complication of indirect abdominal 
aortography, and McCormack ° reports its develop- 
ment after a direct aortogram carried out at the 
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primary operative procedure, be it replacement 
grafting or thromboendarterectomy of the occluded 
portion of the aorta, is then carried out. When, 
because of the history and physical signs, a block 
of the femoral artery is suspected, the popliteal 
vessels are initially exposed and examined. Al- 
though formerly direct aortography or arteriography 
was employed on occasions during surgery, we 
have also abandoned this practice. 


Summary 

Transverse myelopathy with paraplegia is a com- 
plication of translumbar aortography. The indica- 
tions for this diagnostic procedure, the 
opaque mediums currently available, are rarely 
sufficient to justify the risk involved. Surgical ex- 
posure and direct examination of the aorta and its 
branches is the optimum method of examination 
at this time. 


1816 Hayes St. (3) (Dr. Grossman). 
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EARLY CLUE TO VISCERAL CARCINOMA—HEMORRHAGE AFTER 
INTRAVENOUSLY GIVEN WARFARIN 


A clue to the possible presence of an obscure 
carcinoma, notably, carcinoma of the 
. may arise from the hemorrhage which 
appears within 24 hours after the intravenous ad- 
ministration of the highly potent and prompt-acting 
anticoagulant, warfarin (Coumadin) sodium.’ 
The case presented below, coupled with a pre- 
vious experience with thrombosis, may show this 
procedure to be an important diagnostic tool. The 
appearance of early bleeding in this patient, mark- 
edly contrasting that noted in previous experience 
with over 125 intravenous injections of warfarin, 
leads me to report this case in the hope that others 
with more clinical material available may be led to 
assess the usefulness and limitations of the sug- 
gested test. Fortunately, the availability of phytona- 
dione (vitamin K,, Mephyton) reduces the hazards 
associated with the hemorrhage. Vitamin K, 


aay counteracts the bleeding produced by 
arin. 

A consideration of the recent literature associat- 
ing thrombosis and carcinoma lends credibility to 
the proposed test. Several observers ° have stressed 


thrombophlebitis is a pos- 
sible clue to cryptic or obscure malignant lesions. 
Wright * noted that thrombophlebitis associated 


Report of a Case 


and thigh. Treatment at home with bed rest and elevation 
of the feet resulted in subsidence of the pain and swelling. 
There had been no chills or elevation of temperature. She 
was not aware of any apparent injury to the arms or legs; 
she had not undergone surgery or been 


On sdmicson, 0 diagnosis of thrombosis of the left 
axillary vein was ante, Sheen 
administered intravenously. Prior to administration of the 
soagulant, her prothrombin time was 24 seconds, or 
of 


Aortog- 
Daniel H. Goodman, M.D., Phoenix, Ariz. 
with malignancy resists anticoagulant therapy with 
bishvdroxycoumarin (Dicumarol), even though the 
prothrombin activity is depressed to therapeutic 
levels. 

A 60-year-old female weighing 168 Ib. (76.2 kg.) entered 
the hospital on Oct. 15, 1955, complaining of severe pain 
and swelling along the entire left arm. Four months prior 
to admission, she noticed for the first time a pain and a 
swelling of the left foot, which spread to the right foot, leg, 

ee that the patient had not previously received any antico- 
Fram the departments of medicine of the Geod Samaritan, Mericepe agulants or other medicaments. Twelve hours after the 
County, Memorial, St. Joseph's, and St. Lake's hospitals. injection, bleeding at the venipuncture site and gross hema- 


bosis characterized in succession by (1) bilateral thrombo- 


great toe. The antemortem diagnosis of carcinoma of the 
body of the pancreas was confirmed by autopsy. 
Postmortem Findings. —Postmortem examination of the 


ph 
multiple venous thrombi, involving the veins of the lower 
extremities and the pelvis. In the heart, mural thrombi were 


noted on the tricuspid and mitral valve leaflets. The pulmo- 
nary arteries emboli of varied 
M sections of the pancreas 


normal architectural pattern with no duct dilatation. 
Sections taken from many pelvic and leg veins showed 
striking examples of occlusive thrombosis with recanaliza- 


in that organizing masses of fibrin were present 
on the tricuspid valve leaflets. No bacteria were seen. 
There were no inflammatory changes in the valves. 


1900, Sproul’s study* in 1938 reawakened an in- 
terest in this matter. Since then, other reports re- 


hyperreaction to the established prompt action of 
warfarin. A single dose of this drug may result in 
prothrombin depletion and in hemorrhage in con- 
trast to the usual high tolerance to 1 mg. per kilo- 
gram of body weight of warfarin. The hyperreaction 
may manifest itself by gross hematuria and con- 
tinuous oozing from the venipuncture sites. In the 
absence of any evidence of a blood dyscrasia after 
appropriate hematological studies or other contra- 
indications to anticoagulant therapy, such hyper- 
reaction to warfarin when administered to a patient 
with venous thrombosis may be an early clue to an 
obscure visceral carcinoma. 

The finding in this case is in line with the obser- 
vations of Wright.” He noted the absence of thera- 
peutic effect in thrombophlebitis associated with 
malignancy, even though the therapeutic range 
was reached. He emphasized that malignancy must 
be suspected whenever thrombophlebitis persists 
or is migratory despite adequate anticoagulant 
therapy or whenever there is unexplained bleeding 
with prothrombin times in the therapeutic (not 
excessive) range. 

The pathogenesis of multiple thrombosis in car- 
cinoma of the pancreas and in other visceral car- 
cinoma remains obscure. Various explanations have 
been offered.’ 

Gore™ offered an intriguing explanation for 
multiple thrombosis in pancreatic carcinoma. He 
suggested this explanation for the curious relation- 
ship between carcinoma of the pancreas and throm- 
bosis. The key factor is functionally intact but 
morphologically disrupted glandular tissue as the 
tumor bed. The clotting disturbance stems from the 
release of trypsin from the disrupted glandular 
tissue of the tumor bed. The thromboplastic effects 
of trypsin ordinarily are neutralized by antitryptic 
substances within the serum. Their titer, as deter- 
mined by measurements of plasma antithrombin, 
rises considerably in acute pancreatitis. However, a 
mechanism which in an acute, short-lived 
process may fail when the stress involving it con- 
tinues over a long period. Progressive debilitation, 
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turia appeared. The prothrombin activity — ne emphasized the association between thrombosis 
(prothrombin activity 0% after two hours). oozing 1 carcinoma.’ Following are possible early clues 
blood from the puncture site was controlled by a pressure _ lo molt Fo , ng * ( Avene 
dressing. Twelve hours after the injection of warfarin, to cryptic ignant lesions Aes (1) = unex? 
75 mg. of phytonadione was administered intravenously. episode of pulmonary embolism,” (2) at least two 
The bleeding from the puncture site and the hematuria bona fide episodes of thrombophlebitis, regardless 
cleared within eight hours. On the following morning, the of the location, mildness, or shortness. provided the 
prothrombin time was 33 seconds (20% of normal, control thrombophlebitis cannot be satisfactorily explained 
15 seconds). Hematological studies revealed no evidence of of 
any blood dyscrasia. Six days after admission, the swelling on some ot sis (even a Sng it appar- 
and pain subsided and she was discharged from the hos- ently spontaneous thrombophlebitis should arouse 
The 4 not suspicion if there are other new systemic symptoms 
ree weeks after disc e, retu to t pita a recen ay 

A motor aphasia prevented communication. It was felt that FORO 
the patient had a cerebral thrombosis. Recalling the profuse adequate anticoagulant therapy or unexplained 
hematuria after the administration of the anticoagulant on bleeding with prothrombin times in the therapeutic 
first epi- (up to 40 seconds) range,” and (4) the initiation of 
sodes, We now stspecte presence a maignancy, ti 
particularly of the body of the pancreas. Venous and bleeding, = —— profuse, of . gastrointestinal 
arterial thrombosis became more prominent. The patient's carcinoma when the patient is receiving anticoag- 
condition was progressively worsening, with gangrene of ulant therapy.” 
the right great toe (demarcation at the metatarsophalangeal To those observations now mav be added the 
joint) and hemiplegia. Permission for a laparotomy could 
not be obtained. She died on the 32nd hospital day. 
thrombosis of the left arm, and (3) cerebral thrombosis 
and finally arterial thrombosis exhibited by gangrene of the 
body of the pancreas with metastatic adenocarcinoma to 
showed it to be infiltrated by a gland-forming tumor. 
There were severe disparities of nuclear size, shape, and 
staining effect. The cytoplasm of the tumor cells was 
granular or vacuolated, and the tumor had a desmoplastic 
reaction. Occasionally preserved islets were seen within 
tumor masses. The tumor was seen in perineural lymphatics. 
Some of the sections of the pancreas showed an essentially 
tion and deposition of iron pigment. 

The branches of the pulmonary arteries of all sizes 
showed many old and recent, occasionally recanalizing, 
thrombi. At the periphery of the lungs were small focal 
collections of tumor, the details of which were similar to 
those in the pancreas. 

Organizing fibrin masses appeared on the endocardial 
surfaces of the heart. The right ventricle had a normal 
epicardium and myocardium, but the endocardium was 

Sections of the adrenals, ovaries, cervix, gastrointestinal 
tract, and spleen were unremarkable. Sections of the brain 
and upper cervical cord were essentially normal. 

Comment 

The association of thrombophlebitis and visceral 
cancer is well known. Although Trousseau first 
noted this association in 1856* and Osler did in 
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which occurs with cancer, increases the possibility 
of such failure; should it occur, the continued re- 
lease of trypsin from the tumor bed would lead 
to intravascular coagulation. Involvement of the 
arterial side of the circulation, particularly of the 
heart valve, seems to be the only anatomic differ- 
ence between this thrombotic process and the more 
common form of thrombosis. 

The frequency with which neoplasms 
of the head of the gland lead to atrophy explains 
the lesser incidence of intravascular coagulation in 
that localization. Metastases within the pancreas 
from tumors of various origins affect the coagula- 
tive mechanism in an identical fashion. They 
thereby reaffirm the lack of significance of the 
histological type of the neoplasm in production and 
association of thrombosis. Malignant lesions em- 
bedded in functional pancreatic tissue cause a slow 
and unremittent release of trypsin into the circula- 
tion. At first, there is a compensatory rise of anti- 
trypsin, but, over a prolonged interval marked by 
progressive debilitation, the antitryptic mechanism 
fails. This failure of the antitryptic mechanism ac- 
counts for the clotting tendency observed with the 
tumors of carcinoma of the pancreas. 

Gore emphasized the one morphologic finding 
which suggests the action of an unopposed throm- 
boplastic agent; whereas most of the thrombi are 
usually venous, Thompson and Rodgers found,” 
as did I, that there also is a high incidence of 
arterial thrombi. In several of Gore's cases of car- 
cinoma of the tail of the pancreas with thrombosis, 
and in Sproul’s, polypoid fibrin thrombi were at- 
tached to otherwise normal aortic or mitral valve 
leaflets. They were formed along the line of appo- 
sition, and their occurrence on the systemic side of 
the circulation, with its more forceful valvular 
closure, suggests that they were initiated by ordi- 
narily innocuous endothelial injury at the site of 
impact. Furthermore, when circumstances favor 
formation of fibrin within the circulation, the motil- 
ity of the leaflets provided them with a harvesting 
effect analogous to the action of glass beads and 
defibrinating blood in the laboratory. Gore explains 
a lowered level of prothrombin in the face of a 
tendency to thrombosis by the fact that the deple- 
tion is a secondary effect resulting from hyperutili- 
zation of prothrombin rather than a primary defect 
of its formation. 

With use of warfarin, it is possible to take advan- 
tage of the early finding of a lowered level of 
prothrombin time in the presence of obvious throm- 
bosis. The provocative test with warfarin is sug- 
gested as a possible useful, early diagnostic clue to 
the presence of a hidden or silent pancreatic malig- 
nancy, as well as malignancies in other visceral 
organs with possible metastases to the pancreas. 

A dose of warfarin based on the weight of the 
patient, not to exceed a total of 75 mg., when given 
intravenously, intramuscularly, or by mouth, may 
cause the patient's prothrombin time in seconds to 


be so prolonged as to cause frank hemorrhage from 
the venipuncture site or hematuria. In my patient, 
50 mg. given intravenously caused an alarming 
hemorrhage 12 hours after administration. The 
hemorrhage was later reversed by administering 
phytonadione. The prothrombin index 12 hours 
after the administration of warfarin came down to 
zero and remained at such a level until the admin- 
istration of phytonadione. The response to vitamin 
K, indicates that there is no defect in prothrombin 
formation. This rebound of the prothrombin time 
should be considered part of the diagnostic test for 
prothrombin depletion. 

This hyperreaction to warfarin, and possibly to 
its congeners, and the resistance of thrombophlebitis 
to anticoagulant therapy should lead the clinician 
to search thoroughly for a possible malignancy.” 
Such hvperreaction to warfarin when used to treat 
thrombophlebitis should lead the clinician to sus- 
pect carcinoma of the body or tail of the pancreas 
or other visceral carcinoma with metastases to the 
pancreas as the underlying causative factor.’ In 
such an instance, an exploratory laparotomy may 
be indicated if all other diagnostic procedures are 
of no avail. When one notes such hyperreaction to 
warfarin administered in an initial episode of 
thrombophlebitis, one need not wait for further 
episodes of migratory thrombophlebitis before sus- 
pecting a hidden malignancy. Thus, Woolling “ 
agrees with Fisher's * opinion that one is justified 
in a thorough and continuous study to rule out a 
developing cancer in any patient in whom at least 
two bona fide episodes of thrombophlebitis have 
occurred, regardless of the location, mildness, in- 
tensity, or duration, provided the thrombophlebitis 
— be explained convincingly on some other 


Prothrombin can be depleted by a relatively 
small dose of warfarin. Measuring each day the re- 
sponse of the prothrombin index to a single dose of 
warfarin may be a useful early diagnostic clue to 
the presence of cryptic visceral malignant disease. 
The presence of both venous and arterial throm- 
bosis, as noted in my patient and in similar cases, 
would justify a suspicion of pancreatic malignancy. 
Thus, many months before the diagnosis of malig- 
nant visceral disease one may clinically recognize 
thrombophlebitis with or without the occurrence 
of arterial thrombosis and demonstrate the deple- 
tion of prothrombin with the aid of warfarin. 

Using warfarin or its congeners for a diagnosis 
in a condition in which prothrombin is already de- 
pleted assumes a calculated risk of hemorrhage, on 
which the test resides. Hence, measures to counter- 
act the hemorrhagic manifestations must be held 
in readiness. Vitamin K, must be on hand. Bleeding 
from a venipuncture site can be controlled by a 
pressure dressing. Hematuria can be controlled by 
administering 75 mg. or more of vitamin K, intra- 
venously. Transfusion of fresh whole blood may 
be necessary. 
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Summary 


Hyperreaction to warfarin or its congeners, when 
administered in a therapeutic dose to treat throm- 
bophlebitis, should make one suspect an obscure 
visceral carcinoma, particularly of the body or tail 
of the pancreas, or other visceral carcinoma with 
metastases to the pancreas. 
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COUNCIL ON DRUGS 


Report of the Council 


The Council has authorized publication of the following report. Nonproprietary terminology 


well known, its initial appearance is supplemented by parent 
preparations. 


applied to commercial 


insertion of names known 
H. D. Kautz, M.D.., Secretary. 


PSYCHOTHERAPEUTIC DRUGS 


The introduction of a multiplicity of psychothera- 
peutic drugs and of new terms, such as tranquilizer, 


cinatory, creates a difficult situation for the aay 
physician. He is confronted with the problem of 
evaluating claims of usefulness for a wide variety 
of chemical substances with diverse pharmacologi- 
cal effects, which are proposed for the treatment of 
neurotic and psychic disorders. 

The terms “tranquilization” or “ataraxia” in re- 
ferring to the human mental state have been vari- 


ously defined, but for simplicity they can be con- 
sidered to be more or less synonymous with “peace 
of mind.” As such, they are obviously psychological 
rather than ] terms, since the state 
can be produced by a multitude of drugs which 
either depress or stimulate the central nervous sys- 
tem and by others which exert only a peripheral 
effect on organ structures. Thus, a tranquil state can 
be accomplished by (alcohol, 


barbiturates), by analgesics (acetylsalicylic acid, 
morphine ), by skeletal muscle relaxants (mephene- 
sin, meprobamate), by autonomic suppressants 
(chlorpromazine, reserpine), and by many others. 
“Peace of mind” can also be created in depressed 
individuals by the judicious use of substances that 
are pharmacological stimulants, such as ampheta- 
a In the broadest sense, therefore, the reversal 
of any clinical disorder, even by drugs with only 
peripheral effects (epinephrine in asthma and digi- 
talis in cardiac decompensation), can result in 
“peace of mind” by relieving anxiety. This concept 
is the fundamental basis of psychosomatic medicine. 
From a practical point of view the time has long 
since passed when it would be useful, or even 
possible, to attempt to establish the designation 
“tranquilizer” or even “specific tranquilizer” as a 
pharmacolegical term considered 


synanymous with what might be termed “autonomic 
Likewise, it is no longer feasible to 


suppression.” 
limit the application of such a term to particular 
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ataraxic, normalizer, calmative, neurosedative, psy- 
chic energizer, | cific, anticonfusion and antihallu- 
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substances, such as chlorpromazine and reserpine, a. Mephenesin (Avosyl, Dioloxol, Kinavo- 
whose introduction into psychotherapeutic practice, syl, Lissephen, Mephenesin, Mepherol, 
because of unique pharmacological properties, M , Myoten, Myoxane, Oranixon, 
created the present dilemma. Indeed, it appears Saserol, Sinan, Tolan- 
probable that the increasing number of sin, Tolosate, Toloxyn, T: Tolulox, 
new drugs, as well as new terms, wil] add to rather Tolyspaz ) 
than detract from the confusion in this important b. Mephenesin carbamate (Tolseram ) 
field. 5. Central muscle relaxants (skeletal muscle 

It seems wise to bear in mind that regardless of relaxants ), 
terminology, the ideal objective of psychotherapy a. Meprobamate (Equanil, Miltown ) 
with drugs is to induce an improved mental state, b. Phenaglycodol ( Ultran ) 
irrespective of what subjective symptom or objec- c. Promoxolane (Dimethylane ) 
be done with 6. Central parasym on 

re- 


sponses, in toxic side actions, and exert Central theti — 
latter ative, derivatives hydrochle 
the Council has voted to abandon the section on b. M (Pacatal ) 
Ataraxics in New and Nonofficial Drugs and to 
describe agents proposed for use for their particular d. Proct (Com » ennleat 
tion, insofar as this is known. On the basis of pres- f. Triflupromazine (Vesprin ) hydrochlo- 
ent knowledge, the drugs in this general category ride 
can be classified under headings 8. Central sympathetic suppressants, rauwol- 
I. Antihistamines fia derivatives 
A. a. Alseroxylon ( Rauwiloid ) 
a. Hydroxyzine (Atarax) hydrochloride b. Deserpidine ( Harmony] ) 
Central Nervous System c. Rauwolfia (Raudixin, Rauserpa ) 
A. Nonse d. Rescinnamine (Moderil ) 
e. Reserpine (Rauloydin, Raurine, Reser- 
2. General anesthetics pine, Reserpoid, Sandril, Ser- 
3. Hypnotics and sedatives pasil, Serpiloid ) 
B. Selective Depressants III. Central Nervous System Stimulants 
Antihistami haus a. Methylphenidate (Ritalin) hydrochloride 
b. Pipradrol ( Meratran ) 
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The Chemical Laboratory has authorized publication of the following statement. 
Water Pu.D., Director. 


Monographs of tests and assays for new and December, 1957, issue of that journal. The coopera- 
nonofficial drugs adopted by the Chemical Labora- tion of the listed pharmaceutical firms that 
tory of the American Medical Association represent furnished samples and data is acknowledged. 


an expression of opinion as to what might constitute 

guide to those interested in the identity and quality Cryptenamine acetates ...... (Irwin, Neisler & Co.) 

of a new and Cryptenamine tannates ......(Irwin, Neisler & Co.) 
Completed monographs are published in the 


4. Central muscle relaxants (skeletal muscle IV. Miscellaneous Agents 
relaxants ), nonsedative a. Azacyclonol ( Frenquel ) hydrochloride 
journal Drug for those interested in | (Knoll Pharmaceutical Co.) 
details of the procedures. Monographs on the fol- nateibanbens mucate ......(Knoll Pharmaceutical Co.) 
lowing drugs have appeared in the November- Tridihexethyl iodide ..........(Lederle Laboratories) 
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a summary or discussion in which all reactions or 
possible deleterious effects are brought up for con- 
sideration by all present at the symposium (held 
at Brook Lodge, Augusta, Mich., May 21 and 22, 
1957, under the auspices of the Upjohn Company ). 
Numerous investigators during the past three or 
four decades have prepared fat emulsions of vari- 
ous types, but, up to the present, reactions after 


prevented removing a certain 
objectionable fraction from the phosphatide. Utiliz- 
ing a coemulsifying agent (a polyoxyethylenoxy- 


needed to stabilize the emulsion. The actual con- 
stituents are cottonseed oil, 15 Gm.; Phosphatides 
(purified soya lecithin), 1.2 Gm.; 

eneoxypropylene polymer, 0.3 Gm.; dextrose, 4.0 


toward reactions other than the persistence of 
lipemic serum. The speed of injection is relatively 


unimportant, but very few infusions have been 
given faster than 5 cc. per minute. Accordingly, it 
was agreed that, if a severe nutritional 
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their injection have been too severe to allow gen- 
eral use. The reactions sustained by injection of 
the present emulsion are so mild that apparently 

FREDERIC T. JUNG, M.D. all of the investigators reporting were willing to 
EDWARD BR. PINCKNEY, 1D. continue using the product on a clinical basis. 

The emulsion is made from a highly refined cot- 
tonseed oil. Soya phosphatide (lecithin) was used 
as the emulsifying agent, as in previous investiga- 
tions, but the serious reactions experienced pre- 

Cable Address . . . «. « « « « « “Medic, Chicago” 
propylene polymer), the manufacturers have been 

———_— — able to reduce sharply the amount of phosphatide 

GUEST EDITORIAL Vv 
Gm.; and water for injection, up to 100 ml. The 

Waren Cots, dextrose is added to obtain isotonicity. The fat 195! 
OR MANY years the medical profession globules are predominantly 0.5 to 1 » in diameter; 
has been searching for a stable nontoxic not over 0.02% of the visible particles are larger 
fat emulsion which when given intrave- than 1.5 » in diameter. Vigorous shaking for 72 
nously to patients would be assimilated hours at 5 C does not produce any change in the 

for caloric use. The need for such an agent is great- size of the particles; it is stable for at least one 

est in patients who are malnourished and who, for year if stored in a refrigerator. At the present time 

one reason or another, are unable to take food by the emulsion is put up in bottles containing 500 cc. 

mouth. Surgical patients fal] into this category (15% fat), with a nutritional value of approximately 

more often than others, since oral feedings are 800 calories. 

interrupted by every celiotomy, and often oral As stated, the various investigators reporting in 

intake is not possible for several days thereafter. this symposium studied innumerable character- 

The greatest usefulness for such an agent would be istics of the emulsion. In the discussion held at the 

in malnourished patients having an abdominal dis- end of the symposium all present were invited to 

ease needing surgical correction, but in whom the comment on the various characteristics discussed. 
lesion is of a type not permitting sufficient oral in- All those studying the ulilization of the injected fat 
take to convert the operative risk from poor, or fair, seemed convinced it was utilized completely or 
to good. These lesions are numerous indeed, and nearly so and that the emulsion had a prominent 

include patients having carcinoma of the gastro- protein-sparing effect. Dosage is obviously an im- 

intestinal tract, ulcerative colitis, regional enteritis portant item. Many investigators reported 1,200 cc., 

and many others. The November issue of Metabol- and some even up to 1,800 cc. per day without un- 
ism: Clinical and Experimental contains 23 papers 

(from 22 different institutions) dealing entirely ee 

with a newly developed fat emulsion (Lipomul ) 

which appears to meet the requirements searched 

for. These papers deal with numerous aspects of 

the emulsion, including particularly the preparation, were present, at least two bottles might safely be 

utilization, and reactions. In addition, at the end is given per day. Many of the investigators had given 

as many as several hundred injections; often 30 or 

40 were given to the same patient. There were no 
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fatal reactions, and in fact few indeed which were 
serious; the very few serious reactions (e. g., hep- 
extended 


for clinical use, and to be utilized by the patient. 
The long-continued search for an emulsion of intra- 
venous fat for clinical use may be at an end. Such 


5 


medical profession and the American people with a 
new insight into some of the great social, political, 
and economic crosscurrents of the third quarter of 
the 20th century. 


a salute to 
medical school progress 


MEDICAL EDUCATION 
WEEK ---- April 20-26 
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nothing by mouth. The surgeon will probably profit 
most from this agent, because improvement in 
physical reserve is so often necessary before opera- 

therapy of daily injections for several weeks. tion can be performed safely, and so often such pa- 

Numerous subjective complaints such as head- tients can take very little by mouth. It should be 
ache, backache, and anorexia were reported, but just as valuable in postoperative treatment when 
they were so infrequent and so mild that they were adequate oral intake is prevented by one reason 
not considered significant. One investigator report- or another. 

ed an increase in the blood pressure level after ad- This material is available at present only on an 

ministration of the emulsion, but, since this will investigational basis, but it is hoped that a product 

occur after intravenous administration of glucose, of this type will be available through the usual 
blood, and many other such agents, it was agreed channels in the very near future. 

this response was insignificant. Occasionally pyrexia 

was produced, however, no one reported any dele- 

terious effects of this reaction; moreover, when the THE “YOUNGING” OF ELECTORATES 

emulsion was given later these patients usually had 

no pyrexial Minor in The never-ending struggle of physicians with 

phthalein and thymol readings were reported, due disease sometimes creates the impression that each 

presumably to fat in the Kupffer’s cells; this reac- hard-won gain will eventually mean an increasing 
tion was not considered significant, particularly proportion of older adults. Nevertheless, as the 
since it was very transient. The emulsion produces article beginning on page 1051 points out, the 
little or no local reaction when extravasation occurs: proportion of older adults in some nations will soon 
numerous investigators reported no ill-effects from start to decline despite the phenomenal medical 
this complication. One of the essayists reported that progress of recent decades. Meanwhile, more and 
an increased coagulability of the blood was noted  _ ™©re persons will enjoy the privilege of dying old 
56 during the time patients are lipemic, but no one instead of dying young. But this privilege will not 
3 observed any tendency for production of thrombo- 
phlebitis or pulmonary embolism. 
In the final discussion or summary, the moderator 

attempted to find out if the investigators present 

could agree on contraindications. There appeared 

to be practically no contraindications, except that 

all would agree that if a reaction were sustained 

the injection should be stopped. If daily injections 

for many days or weeks were followed by un- 

toward reactions, the injections should obviously 

be discontinued. Hypertension, hepatic disease, 

jaundice, and fever were discussed as possible con- New Zealand, where he conducted his study during 

traindications. However, it was agreed that such the first four months of last year. His conclusion 

conditions are not contraindications, although the that the era of aging electorates will soon terminate 
precautions taken during any intravenous injection into a new era of younging electorates provides the 
should be followed. Slow clearance of the fat in the 

serum was reported by several essayists. Although 

no explanation of this phenomenon was made, it 

was agreed that the emulsion should be given 

cautiously in such cases, and in moderate amounts RES SOM 

daily. 

In conclusion, it appears that practically all, if 

not all, investigators present at the symposium con- 

sidered the emulsion in its present form to be safe 

an agent will be very useful indeed in treating x __i 

undernourished patients who can take little or 
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ORGANIZATION SECTION 


OLD-AGE AND SURVIVORS INSURANCE 
DISABILITY PROGRAM 


Committee on Medical Rating of 
Physical Impairment 


One of the tasks of the Board of Trustees’ Com- 
mittee on Medical Rating of Physical Impairment 
is to keep the medical profession informed on de- 
velopments concerning the medical aspects of the 
disability provisions in the Old-Age and Survivors 
Insurance (OASI) section of the Social Security 
Act. A complete description of this program, pre- 
pared in question and answer form by the Com- 
mittee, was published in the June 1, 1957, issue of 
Tue Journa, pages 566-571. Reprints of the article 
were distributed on June 28, 1957, to all constituent 
associations with notice of the following action by 
the House of Delegates. 

At the 1957 Annual Meeting of the American 
Medical Association, the House of Delegates 
ical Rating of Physical Impairment and the 


tionships between local administrative agencies 
and the medical profession, (2) the provision of 
po pps advice and consultation regarding medi- 

cal aspects of local administration of Public Law 
880; and (3) the development of educational ma- 


phys 

It was also suggested that each constituent medi- 
cal association offer the services of such a “medical 
advisory committee” to regional representatives of 
the Bureau of Old-Age and Survivors Insurance 
and to state administrative agencies. (A list of state 
administrative agencies and their medical person- 


fortunately, caused some confusion at the state 
level. Most state administrative agencies have at 
least one official “advisory committee” which is ap- 

ysician members. The interests and activi- 
ties of such an official advisory committee to state 


agencies are not necessarily those of a committee 
appointed 


implement the objectives outlined above. In con- 
nection with such a committee's activities, the 


Committee on Medical Rating of Physical Impair- 
ment wishes to remind constituent associations that 
determinations of disability under this program are 
administrative decisions as to whether an applicant 
is or is not disabled, including the date of onset or 
cessation of disability. These determinations are 
solely the responsibility and function of the admin- 
istrative agency and are not an appropriate func- 


type of activity in which state medical 
committees should engage. 


Consultative Examinations Under the OASI 
Disability Program 


The Committee on Medical Rating of Physical 
Impairment wishes to call the attention of con- 
stituent associations to the substantial increase in 
consultative examinations being purchased with 
federal funds by the state agencies administering 
the Old-Age and Survivors Insurance disability 
program. During the 15-month period following 
July 1, 1956, state agencies reported to the Bureau 
of Old-Age and Survivors Insurance that 26,958 
consultative examinations had been authorized at 
a total cost of $626,000. 

Between July 1 and Sept. 30, 1956, only 287 con- 
sultative examinations, involving 0.9% of the total 
cases disposed of during that period, were reported 
by state agencies. The average cost per examina- 
tion was $22.64. 

Between July 1 and Sept. 30, 1957, however, 
13,165 consultative examinations, involving 15.8% 
of the total cases disposed of during that period, 
were reported by state agencies. The average cost 
per examination was $22.60. 

It is the responsibility of a state agency to decide 
what medical evidence is needed and the best 
source of such evidence. However it should be 
noted that for every one consultative examination 
required in the third quarter of 1956, there were 49 
consultative examinations required in the same 
quarter one year later. This denotes a trend with 
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represents the state governmental agency; the lat- 
It is, therefore, important for each constituent 
association to authorize a committee to actively 
tion of individual physicians or a committee of a 
constituent association. The following report on 
association 
V 
195 
Board of Trustees that each constituent medical ee 
association appoint a committee whose principal 
objectives and activities should be (1) the promo- 
tion of mutual understanding and effective rela- 
journals and bulletins and distribution to individual 
nel appears at the conclusion of this report.) The 
designation “medical advisory committee” has, un- 
Members of the Committee on Medical Rating of Physical Impair- 
ment are Raymond M. McKeown, Chairman, Coos Bay, Ore ; Ceorge 
F. Gsell, Wichita, Kan.; Henry H. Kessler, Newark, N. J.; Quentin W. 
Mack, Boise, Idaho; James R. McVay, Kansas City, Mo.; O. A. Sander, 
Milwaukee; and Mr. George W. Cooley, Secretary, and Mrs. Marjorie 
W. Grigsby, Research Associate, Chicago. 


be authorized and paid for from OASI funds if 
there is some question as to whether a sound de- 
cision can be made. 
The state agency medical consultant or review 
decides when a consultative examination 
is necessary, who is to make it, and the type and 
scope of the examination. A consultative examina- 
tion may vary from a simple laboratory test to a 
complete medical examination, including work 
evaluation and a complete diagnostic examination. 


tomary 
procedure he believes most suitable to local condi- 
tions and consistent with noninterference in the 
doctor-patient relationship. The medical policies 
and practices of the state agency depend on the 
relationship between the agency and the medical 
profession at the state level. The degree of partici- 
pation by the applicant's physician in selecting the 
consultant to whom his patient is referred depends 
upon the policy of the state a . The state 
agency may adopt a policy that the physician mak- 
ing the consultative examination must be mutually 
acceptable to the applicant's physician and the 
medical personnel of the state agency. In at least 
one state, the medical personnel of state 
agency do not designate the consulting physician 
but allow the applicant's physician to refer his 
patient to the physician's usual consultant in the 
given type of case. 

Consultative examinations may be authorized for 
the following purposes: 

1. Verifying the medical proof of disability that 
the applicant has submitted or through 
his physician. It is obvious a consultative ex- 


(a) He does not do so at his own expense? (b) He 
cannot do so at his own expense 

2. If so, what factors contribute to this modifica- 
tion of legal requirements? Administrative prob- 


4. In what type of cases and in what respects 
are the medical reports by the applicant's physician 
inadequate for determination purposes? 

5. What proportion of consultative examinations 
are authorized because the state medical consult- 
ant or review physician requires a wide range and 
variety of medical data in order to arrive at a de- 
cision in the case? 

6. What are the state medical consultant's or 
review physician's reasons for considering the med- 
ical evidence insufficient as submitted by the ap- 
plicant or his physician? 

7. What proportion of consultative examinations 
are authorized as the result of the Bureau of Old- 
Age and Survivors Insurance requesting the state 
agency to reconsider the case because (a) The Bu- 
reau does not with the state agency determi- 
nation? (b) The applicant is dissatisfied with the 
determination in his case? 
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implications which deserve prompt study by con- amination may be necessary when the applicant is 
stituent associations and full discussion with state appealing from an original determination of his 
medical consultants and review physicians. In do- claim or in the occasional case where verification 
ing so the following facts should be kept in mind. of the medical proof is necessary and can be ac- 
An applicant under the OASI disability program complished only through a consultative examina- 
is required by law to obtain, at his own expense, tion. 
sufficient medical evidence from which a determi- 2. Providing additional medical details to con- 
nation of his case can reasonably be made by the firm the diagnosis or establish the severity of the 
state agency review team composed of a physician applicant's present condition, including measure- 
and an individual qualified to assess the work his- ment of his remaining functional capacities or the 
tory, occupational capacity, and other important potential remediability of the condition. The ma- 
factors. This medical evidence must support the jority of consultative examinations appear to be 
applicant's claim as to both the onset of disability authorized for this purpose. 
and his present condition. Individual medical ex- Presumably consultative examinations are au- 
aminations, records, and other data the applicant thorized because they are necessary. How many of 
needs to prove his disability may not be paid for these consultative examinations for each of the 
from OASI funds. above purposes are in fact necessary and the rea- 
After the applicant has submitted sufficient med- sons therefore require careful study in each state 
ica’ evidence to show there is a reasonable likeli- by the constituent association committee concerned 
hood that his impairment is severe enough to qual- with this program. Some of the questions which 
ify him as disabled, consultative examinations may may be useful in studying this problem are: 

1. An applicant is required by law to initiate and 
support his claim by obtaining, at his own expense, 
sufficient medical evidence from which a determi- 
nation of his claim can reasonably be made. Are 
consultative examinations being authorized when 

66 
8 
lems or practices? Lack of cooperation by the 
Hospitalization for observation and tests, but not applicant's physician? The applicant's lack of co- 
for treatment, may also be authorized. operation or of financial resources necessary to 
In selecting the physician to make the consulta- obtain the data required? 
tive examination, the state medical consultant or 3. What proportion of consultative examinations 
review physician is expected to conform to the cus- are authorized because the applicant's physician 
does not report in sufficient detail on the history, 
symptomatology, clinical findings, and diagnosis so 
that another physician can establish the degree 
of severity of the applicant's impairment from the 
data provided? 


the state agency physician, what efforts 


s determinations on 


Birmingham 4, Ala. 
Joun S. Warrenrap, M.D. 
L. Hawtey, M.D. 


Haney W, Gmson, M.D. 


1610 W. Adams #2 
, Ariz. 
Patmen Dysart, M.D. 


Arkansas 
OASI Disability Determination Unit 
115 National Old Line Insurance Building 
Woodlane Ave. 
Little Rock, Ark. 
Samuet V. M.D. 


California 
Chief, Bureau of Vocational Rehabilitation 
721 Capitol Ave. 
Sacramento 14, Calif. 
Ricnarnp A. Younc, 
R. Feeecanp, M.D. 
B. H. Gotoman, M.D. 
A. R. Hicers, M.D. 
Benjamin Lemenman, M.D. 


Colorado 
State Supervisor of Vocational Rehabilitation 
State Board for Vocational Education 


Room 210, State Office Building 
Denver 2, Colo. 
James M. Penxins, M.D. 


evidence is considered insufficient by 


are made 
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8. The applicant's physician may be authorized Delaware 7 
by the state agency to develop, at government ex- "oo ~~ Division 
pense, additional medical data needed to confirm an 90, Dele 
t ijagnosis or severity of the applicant's condi- 
Delaware Commission for the Blind 
: 305-307 W. 8th St. 
to enlist the services of the applicant's physician in Martin B. Pennincton, M.D. 
developing the additional medical data needed? District of Columbia 
Director, Department of Vocational Rehabilitation 
STATE AGENCIES UNDER AGREEMENT TO MAKE $19 Ninth Street, N. W. 
DISABILITY DETERMINATIONS PURSUANT TO Washington 4, D. C. 
SECTION 221 OF THE SOCIAL SECURITY ACT Morus H. Rosensenc, M.D. 
Note: Where two agencies are shown the second agency Florida 
preparcD ZZ disabilities involving blindness. Director, Division of Vocational Rehabilitation 
The physicians listed under each state agency are the 105 Knott Building 
state medical consultants and reviewing physicians partici- Tallahassee, Fla. 
pating in OASI disability program as listed by the Bureau F. B. Taxcren, M.D. 
of Old-Age and Survivors Insurance in November, 1957. Three district medical consultants 
Alabama Georgia 
Supervisor, Disability Determinations State Supervisor 
State Vocational Rehabilitation Disability Determination Unit 
629 S. 18th St. Division of Vocational Rehabilitation 
129 State Office Building 
Atlanta 3, Ga. 
Peter J. M.D. 
Alaska Henny S. Jennincs, M.D. 
Director, Office of Vocational Rehabilitation O. F. Keen, M.D. 
P. O. Box 2568 Juuian K. Quattiesaum, M.D. 
vi 
Director, Office of Vocational Rehabilitation 195 
Arizona P. O. Box 2360 
Division of Vocational Rehabilitation Honolulu 4, Hawaii 
Disability Determination Unit Currorp P. Davecxer, M.D. 
Supervisor, Disability Determinations 
211 Yates Building 
Boise, Idaho 
H. L. Newcomae, M.D. 
Illinois 
Federal Disability Program 
Division of Vocational Rehabilitation 
Ridgely Building, 12th Floor 
Springfield, Ill. 
Hannay E. Grant, M.D. 
Dovcias M. Govern, M.D. 
Newson H. Cuestnut, M.D. 
Geonace C. Surron, M.D. 
Loren O. Horz, M.D. 
Paut E. Binx Ja., M.D. 
Indiana 
Director, Division of Vocational Rehabilitation 
lith Floor, State House Office Building Annex 
145 W. Washington St. 
Indianapolis 4, Ind. 
E. B. Haccanp, M.D. 
Byron Kitcone, M.D. 
Connecticut 
Disability Determination Unit lowa 
State Department of Education Director, Division of Vocational Rehabilitatiog 
33 Garden St. 415 Bankers Trust Building 
Hartford, Conn. Sixth and Locust 
Puuir Go_pensenc, M.D. Des Moines 9, lowa 
Faanx Coucn, M.D. H. E. Wicnenn, M.D. 


Maine 

Vocational Rehabilitation 
Disability Determination Unit 
County Building, State St. 
Augusta, Maine 
Meowerny, M.D. 


Daviw D. M.D. 
Joun D. Nicnoison, M.D. 


Michigan 
OASI Disability Determination Section 


3, Mich. 
Rocer J. Hanna, M.D. 
Water E. Mercer, M.D. 
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Kansas Montana 
Director, Vocational Rehabilitation Services State Director, Bureau af Vocational Rehabilitation 
Lith Floor, State Office Building 508 Power Block 
Topeka, Kan. Helena, Mont. 
Dwicnt Lawson, M.D. S. A. Cooney, M.D. 
Donan R. Preace, M.D. 
Kentucky 
Head, Bureau of Rehabilitation Services than 
oy dey tion Lincoln 8, Neb 
State i 
Frankfort, Ky. Roy B. Apams, M.D. 
James T. Ramsey, M.D. Nevada 
J. B. Cuay, M.D. State Director 
a OASI Section, Vocational Rehabilitation 
Director, Division of Vocational Rehabilitation Room 103, Capitol Annex 
bie Carson City, Nev. 
345 Lofaso St. 
Baton Rouge, La. Ricuanp A. Perry, M.D. 
James E. Wiistsams, M.D. New Hampshire 
Director, Vocational Rehabilitation Division 
State Board of Educe tion 
State House Annex 
Concord, N. H. 
Rosert C. Raimi, M.D. 
New Jersey 
Maryland Supervisor, OASI Section 
Division of Vocational Rehabilitation Department of Labor and Industry 
10 E. Fayette St. Rehabilitation Commission 
Baltimore 2, Md. 309 Washington St. 
Stoney J. M.D. Newark 2, N. J. 
Jack M.D. L. A. Brovxix, M.D. 
66 Massachusetts L. Hanns, M.D. 
8 Disability Adjudication Unit L. S. Hincxcey, M.D. 
739 Boylston St. A. Mancusi Uncaro, M.D. 
New Mexico 
State Director, Division of Vocational Rehabilitation 
Room 36, Sena Plaza 
P. O. Box 881 
Santa Fe,N.M. ~ 
J. E. Hansus, M.D. 
New York 
Director, Bureau of Disability Determinations 
143 Liberty St. 
New York 6, N. Y. 
Minnesota Josern J. Ouiva, M.D. 
Director, Division of Vocational Rehabilitation Medical Consultation is supplied equivalent to 10 full- 
S17 Commerce Building time positions from a panel of physicians numbering 
St. Paul 1, Minn. ly 20 
Vacentine M.D. approximately 20. 
Rustrenno.rz, M.D. North Carolina 
Mississippi Commissioner, State Board of Public Welfare 
Supervisor, Disability Determinations Education Building 
Division of Vocational Rehabilitation Raleigh, N. C. 
P. O. Box 16958 Louis F. Kenston, M.D. 
Jackson, Miss. W. Newtson Tuompson, M.D. 
M.D. North Dal 
Missouri State Director, Division of Vocational Rehabilitation 
Director, Division of Vocational Rehabilitation Box BB, University Station 
7th Floor, Jefferson Building Grand Forks, N. D. 
Jefferson City, Mo. Granam, M.D. 
Eant. Lovp, M.D. 
Joun W. Casuman, M.D. Ohio 
James Fow xen, M.D. Director, Bureau of Vocational Rehabilitation 
Durwarp Hat, M.D. 320-24 East Spring 
L. V. Mutuscan, M.D. Columbus 15, Ohio 
Ricnarp Danes, M.D. Osen, M.D. 
M.D. Micuaet Antrnony, M.D. 
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Tennessee 
Supervisor, Old-Age and Survivors Insurance Unit 
Division of Vocational Rehabilitation 
1717 West End, Room 612 


Maurice J. Recan, M.D. State Department of Public Assistance 


F. Roprucvez Fonreza, M.D. 
Rhode Island W. Va. 
Supervisor, Division of Vocational Rehabilitation NesTMANN, 
Department of Jean Cavenven, M.D. 
205 Benefit St. 
Providence 3, R. I. Wisconsin 
James P. Deeny, M.D. State Board of Vocational and Adult Ed 
South Carolina 14 N. Carroll St. 
OAS! State Office Madison 3, Wis. 
Division of Vocational Rehabilitation Director, Division of Public Assistance 
Cornell Arms Building 
Columbia 1, S. C. 
State Director, $. C. Department of Public Welfare Madison 3, Wis. 
P. O. Box 1108 ( Disabilities involving blindness ) 
Columbia, S. C. C. A. Doen.ert, M.D. 
( Disabilities involving blindness ) Wituiam P. Crow.ey, M.D. 
J. Gnanam Suaw, M.D. (VR) A.vin E. Scnuttz, M.D. 
J. R. Younc, M.D. ( Division for the Blind) Wyeent 
South Dakota State Director, Division of Civilian Vocational 
Rehabilitation 
Division of Vocational Rehabilitation 123 Capitol 


Oklahoma 
Director, Department of Public Welfare 
P. O. Box 3161 
State Capitol Station 
Oklahoma City 5, Okla. Nashville, Tenn. 
W. J. M.D. James C. Ganpnen, M.D. 
C. W. Rosinson, M.D. Lanier Wratt, M.D. 
Oregon Samvue. Biacewe M.D. 
Director, Division of Vocational Rehabilitation Rha gy M.D. 
509 State Office Building . J. Sprora, M.D. 
Salem, Ore. — 
U8. Srewanr, M.D. Supervisor, Disability Determinations 
Pennsylvania 104 Land Office Building 
Chief, Division of Disability Determinations Austin 14, Texas 
Labor and Industry Building Davi Wape, M.D. 
Seventh and Forster Streets Mane Tispace, M.D. 
Harrisburg, Pa. 
Director, State Council for the Blind 
State Health and Welfare Building ao ae of Vocational Rehabilitation 
3B West Second §. 
Pa. 
Joun A. Farrcney, M.D. Salt Lake City 1, Utah 
Tuomas J. Farrcney, M.D. B. M. Snow, M.D. 
Vermont 
Rosexrt Roscoe, M.D. Rehabilitation Division 
Micnaet J. Hacxo, M.D. Department ucation 
R. Potx, M.D. 16 Langdon St. 
Ricnarp R. Frrzcenacp, M.D. Montpelier, Vt. 
Outver E. Martrtas, M.D. Porter H. Dare, M.D. 
BenjaMin M.D. 
Virginia 
A. M.D. 
Fuurro M.D. Director, Vocational Rehabilitation Service V 
Ricnarp F. Turner, M.D. Cvampoane Inpy, M.D. 
James Onverxa, M.D. 
Maurice Rovucrarr, M.D. Washington 
Puerto Rico Olympia, Wash. 
Director, Vocational Rehabilitation Division C. W. Reape, M.D. 
hn War) West Virginia 
— State Director, Vocational Rehabilitation Division 
Pierre, S. D. a Wyo. 
I. R. M.D. R. J. M.D. 


Tom J. Hircn 
Tennessee Farm Bureau Federation, 
Tenn. 
Amos N. Jounson, M.D. 
N. C. 
Joun F. 
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NATIONAL CONFERENCE ON 
tension Service, Purdue University, Lafayette, b 
RURAL HEALTH 4-H Girl—Miss Hecen Tunrentixne 
The Council on Rural Health of the American che oe 
3:40 Family Visit to the Dentist 
Heidelberg, Jackson, Miss. The sessions will be oy 
uve S. Ja., M.D., D.D.S. 
attended by physicians, nurses, representatives of Hattiesburg, Miss. 
farm organizations, and governmental agencies. The Family from Hinds County, Mississippi 
prog : THURSDAY EVENING 
THURSDAY MORNING, MARCH 6 W. J. M.D., Presising 
Cant S. Munpy, M.D., Presiding 8:15 A Visit to Your Physician 
Wratt M.D. 
8:00 Registration New Castle, Ky. 
9:45 OPENING SERVICE Mrs. ANN Contey 
Community Singing Nurse, Jackson, Miss. 
Incrip TIERESE Atma McMasTErs 
Associate State 4-H Club Leader, State College, Technician, Jackson, Miss. 
aeestentggt FRIDAY MORNING, MARCH 7 
10:00 Invocation Norman H. Ganpnen, M.D., Presiding 
Da. W. Dove Huncins 
Pastor First Baptist Church, Jackson, Miss. 9:00 COMMUNITY SINGING 
GREETINGS Safety Panel 
Tue Hononasce J. P. Coceman Dan Reep 
Governor of the State of Mississippi, Jackson, Miss. Osceola, Ark. 
Tue Honornasce ALLEN C. THOMPSON W. L. Wison, M.D. 
Mayor of the City of Jackson, Jackson, Miss. Director, Division of Occupational Health, Texas 
Gronce M. Fister, M.D. State Department of Health, Austin, Texas 
Liaison Member, Board of Trustees, American Medi- Hucu A. Matruews. M.D. 
cal Association, Ogden, Utah Canton, N. C. 
6 Howarp A. NELSON, M. D. Scr. CHARLES ALLENDUFF 
3 President Mississippi State Medical Association, Director, Crash Injury Research, Indiana State 
Greenwood, Miss. Police, Indianapolis 
Cuances R. Henry, M.D. MayYnarp Core 
Regional Director Council on Rural Health, Little Director, Farm Division, National Safety Council, 
Rock, Ark. Chicago 
10:50 As the World Turns What Patient Expects Doctor—What 
F. S. Crocxetrt, M.D. of the 
Chairman, Council on Rural Health, American Mas. WauuM Wu 
Medical Association, Lafayette, Ind. Widener, Ark. 
11:10 A New Look at Our Changing Rural Society Mas. Homen Greene 
A. F. Wicepen, Ph.D. Tutwiler, Miss. 
Professor of Rural Sociology, University of Wiscon- Paut Nickerson, M.D. 
sin, Madison, Wis. Sylacauga, Ala. 
J. L. M.D. 
J. P. Ph.D. 
Extension essor, Agricultural Extension Service, FRIDAY AFTERNOON 
Ohio State University, Columbus, Ohio Frep A. Humpuney, M.D., Presiding 
THURSDAY AFTERNOON 1:30 COMMUNITY SINGING 
Cuances R. Henny, M.D., Presiding 1:35 Changing Patterns Affecting the Cost of Health 
2:00 Services 
COMMUNITY SINGING 
2:05 Some Nutritional Target Areas as the World Turns 
Presentation 
H. H. 
Director, Market Development, American Farm 
Bureau Federation, Chicago 
: Director Employee Communications Pu 
M. Leverton, Ph.D. 
Assistant Chief, Human Nutrition Research Board, 
Agricultural Research Service, U. S. Department + We 
of Agriculture, Washington, D. C. Rural — Counselor, Blue Cross—Blue 
Dicx K. Cason, M.D. ¢ 
ll Assistant Secretary, Council on Medical Service, 
Food snd Nutution Ea American Medical Association, Chicago 
tension Service, Virginia lastitute, 41@ Physician Distribution: The Dynamic Dilemma 
Blacksburg, Va. Geoace E. Twente, M.D. 
Mimuam G. Eaps Jackson, Miss. 


SATURDAY MORNING, MARCH 8 
W. Wyan Wasnevurn, M.D., Presiding 


COMMUNITY SINGING 
We Work for Health 


3 


11:00 Preceptorship Program in Ohio 


11:30 It’s Your Move 


PLAN SAN ANTONIO MEDICAL SCHOOL 


The Council on Medical Education and Hospitals 
has accepted with “ action” a sur- 


vey report which notes that “San Antonio offers a 
favorable milieu for the location of a medical 
school.” 

A summary of last October's survey, conducted 
at the request of the Texas Commission on Higher 
Education, was presented to the A. M. A. Council at 


a recent meeting in Philadelphia. The survey team 


J.A.M.A., March 1, 


of Drs. Joseph C. Hinsey, J. Murray Kinsman (both 
representing the Association of American Medical 
Colleges), W. Clarke Wescoe, and James M. Faulk- 


: 
i 


if 


pect of developing a statement on the functions and 
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F. S. Crocnert, M.D., Presiding 
7:00 
EVEREND INL, cation H : “It is significant 
Auxiliary Bishop of Natchez, Jackson, Miss. that the local pot ee Ben sere both individually 
INTRODUCTION OF SPECIAL GUESTS and collectively, have been working energetically 
ye for the establishment of a medical school in San 
President, Woman's Auxiliary, American Medical Antonio. The team was impressed by the high cali- 
Association, Wyomissing, Penn. ber of the profession in San Antonio and feels that 
on it could play an indispensable role in a clinical 
University of Cincinnati, Cincinnati teaching program. 
cones sume Title to 160 acres of land on the outskirts of the 
=i 
Howarnp A. Newson, M.D. organized as the 
President, Mississippi State Medical Association, 
Greenwood, Miss. 
Patient-Physician Cooperation in Rural Health 
F. J. L. Buasincame, M.D. 
General Manager, American Medical Association, 
Chicago 
odist hospital adjacent to the proposed medical 
9:05 Nearby medically related — include the 
ae sae) Southwest Foundation for Research and Education, 
Heath Improvement Association, the Air Force School of Aviation Medicine, Lack- 16 
land Air Force Base Hospital, the Army Medical 
Service School, and Brooke Army Hospital and its 195¢ 
Director, Visiting Nurses Association, Oklahoma surgical research unit. 
City, Okla. The survey team stated that final decision for a 
ee medical school in San Antonio “will necessarily be 
, M.D. determined” by citizen needs in Texas and by abil- 
Lincoln, Neb. ity to provide sufficient funds for support. Further 
ey discussion of the survey was scheduled before the 
Method Demonstration Team Council at its meeting in Chicago. At its meeting 
oe saben in Philadelphia last December, the Council also: 
Hinds County, Miss. —Assigned to its Committee on Preparation for 
2 General Practice the task of considering a plan to 
Rosert E. Remenp, M.D. establish a special board of family physicians. 
Orrville, Ohio —Named Drs. Faulkner, Warde B. Allan, and 
a Harlan English to a joint committee with represent- 
Mas. Cuarces W. Seweit atives of the AAMC—with the mission of blueprint- 
Member-at-Large, Advisory Committee, Council on ing medical education's role in time of national 
Rural Health, Otterbein, Ind. emergency. They are to initiate a broad plan of how 
best to prepare for such “castastrophe” eventuali- 
rs ties as student selection and military deferment, 
medical school relocation, program acceleration 
ont commivce already bes 
faculty problems. The joint committee already has 
established liaison with the A. M. A. Council on Na- 
tional Defense. 

—Voted to confer with the AAMC on the pros- 
structure of two-year medical science programs, 
along the lines of an already-developed “Functions 

ee = and Structure of a Modern Medical School.” 


Vol. 166, No. 9 


BUREAU OF MEDICAL ECONOMIC RESEARCH 


THE “YOUNGING” OF ELECTORATES 


Frank G. Dickinson, Ph.D. 
As the bumper crop of babies since World land, where many of the 2% million inhabitants take 
War II matures into 2l-year-old voters, the elec- 


The proportion of older voters, which 
rapidly in the 20th century, will 


has risen 
a peak and 
then decline. The terrific lead- 


born 
torates of Western nations will start “younging.” 
reach 
pressure on politica 
ers to provide security for the rising tide of oldsters 


youth, as one of the great forces which produced 
the trend toward the welfare state goes into reverse 


Australia will lead the parade of nations into the 
era of the younging electorate starting in 1961. New 
Zealand will be a close second. Strangely, France 
will have third position in this parade with a very 
high, flat peak of 45% in 1965. The proportion of 
older voters in the United States will not hit its 
peak 


United States must, of course, be approached with 
great caution. This is especially true of New Zea- 


Director, Bureau of Medical Economic Research. 


boratory for social experimentation. 
Another reason for spending four months “down 


proportion 
adults? In the case of Australia how extensive was 
the impact of the shift of 15 votes a 100 in a half- 
century from the younger to the older group? The 
economists I interviewed were not as helpful as I 
had expected; the professors of history and political 
provided perspective. But I got my real help 


The clergy must look at the whole of life—birth, 
marriage, and death. The passing of time is more 
meaningful to them because they deal with the old 


Peak Year and Peak Percentage of Older Voters and Shift 
per 100 Voters Since 1910 for Five Selected Countries 


kof Inerease per 
Peak Year Older Voters Voters Since 1910 
New Zealand ....... lar 
w 
United States we 
Great Britain after 47+ oY and 
1978 still rising 
* Since women did not obtain the franchise in the United States, 
France, and Great Britain until after 1910, they are from the 
percentage of older voters for that year. E for Australia, the 
ages t adults —approx!i- 


and the young. I asked the priests, the bishops, and 
the archbishops of the Anglican and Catholic 


churches in Australia what changes in the work of 
the clergy had resulted from the fact that the older 
half of the people who died in 1900 had lived at 


i 
in 


for the statement, which I had verified at the Bu- 
reau of the Census in Canberra. Australia was in the 
forefront of nations which early in this century en- 
joyed reduced maternal and infant mortality. The 
entire health record of the people of Australia (and 
New Zealand), who sprang largely from hardy 
Britishers with the yen to migrate, has been out- 
standing. They were justifiably proud of that fine 
health record. We talked of the declines in the death 
rates from contagious diseases and other younger 
causes of death. established the basic fact, 
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sto answers tO a puzzing ques- 
tion. What social, economic, and political changes 
~—and, perhaps, to advance other welfare state pro- 
grams—will wane. The accent will again be on 
gear. 
Consider voters 530 years of age and over as the 
older voters and those below age 530 as the younger from the clergy and the outstanding political leaders 
voters. How soon will the percentage of older voters of both New Zealand and Australia. 
start to decline in some of the leading Western na- 
tions? The table shows the peak year and the shift 
in the number of older voters per 100 voters since 
about 1910 for five selected countries. 
will be quite rapid. If we do not look beyond 1978, 
the turning point (of at least 47% ) for Great Britain 
is not in sight. 
Four Months Down Under 
I spent the first four months of 1957 in Australia ee 
and New Zealand, primarily because they will be 
the first nations to end this era of the aging elector- 
ate. There were other reasons. Unlike federal elec- 
least 
who 
they 
these two countries than in the United States. The 
applicability of observations regarding them to the 


if 


9 & 


Hint 
of 


Lif 
78 


dying old. 


(‘now and at the hour of our death’) more aware 
than others of the rising average age at death. In general 
I think that the deeper appreciation of death has decreased 
in the past several decades. Moreover, the aging of the 
electorate has contributed to the the 
fare state which is somewhat more advanced in Australia 
than in other British countries, except New Zealand. | have 
noticed over the years that the strongest advocates of the 
welfare state, particularly those seeking higher pensions, 
were older persons. 


at 
younger ages, dying old, or longer life is not 
sole explanation of the aging of the electorate in 
Australia or any other country. The two additional 
factors are (1) great fluctuations in the annual 
birth rate (and in the number of births) and (2) 
immigration or emigration. The 21st year after a 
year of relatively few births becomes a year in 
which the number of persons attaining voting age 
is reduced accordingly; likewise, 21 years after a 
large number of births the number of new voters 
will be great. Because of the low birth rate in Aus- 
tralia during the depression of the 1930's, the num- 
ber of new native voters attaining age 21 in the 
late 1950's has been relatively small. For example, 
the number of new 21-year-old voters in 1955 de- 
rived from the babies born in Australia during 1934 
was below normal. So some of the shift from 
younger voters to older voters during the 1950's 
was due to the fewness of births during the 1930's 
and not to longer life. 

Under the new immigration rr! sponsored by 
the Rt. Hon. Arthur A. Calwell of the Labor party 
soon after World War II, Australia has been re- 
ceiving a large number of young immigrants. These 
young Europeans have, so to speak, taken the places 
of the babies not born in Australia between the two 
world wars and have smoothed out the age distri- 
bution of the population. About 42,000 of 100,000 
new Australians each year are 20 to 34 years of age 
as compared with only 23% of the Australian-born 
population. Admitting 100,000 immigrants each year 
into a country with fewer than 10 million inhabit- 
ants is comparable to the Melting Pot period in the 
United States of a half-century ago. Then, as now, 
the people who pull up stakes and leave their coun- 
try are mostly young workers and are, on the whole, 
probably somewhat more vigorous than the popula- 
tion which they left. 

Without this new immigration policy Australia 
would not be the first nation to turn the political- 
demographic corner. As a matter of fact, the pro- 
portion of adults aged 50 and over in Australia 
will not hit its peak of 37.1% until 1966 as contrasted 
with the peak of 39 or 39.5% of older voters in 1961. 
The reasons for this lag of five years are the re- 
quirement of five years’ residence for new Aus- 
tralians of non-British origin and, secondly, their 
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the interviews developed many indications of the the fear disease is 
powerful forces set in motion in Australia during uced, the need to make religious decisions one way or 
the other is lessened. The privilege of dying old encourages 
the past procrastination about religious convictions. was ordained 
tion, or, if you will, by the privilege of dying o only 10 years ago. So I have not witnessed this shift in the 
instead of dying young. Indeed, these thoughtful median age at death from age 34 to age 68 since 1900. I 
clergymen agreed that the privilege of dying old am glad that I live in an era when death typically comes 
was the genius of the 20th century and likely to be- so late rs life and seems p= natural. Preaching a funeral | 
service for a young person today is a very depressing ex- 
come its unique contribution to the long history perience for me. A funeral sermon for an older person, say 
of mankind. one aged 68 or over, involves far less emotional strain for 
The Rhythm of Life me and for the relatives, neighbors, and friends. 
One Anglican bishop, who had been a boy of 16 Two Other Causes 
in the Australian bush in 1900, claimed that he 
could still wield an axe with great accuracy for a 
few minutes. He spoke of the tragedy of dying 
young in the back country from accident or disease 
at the turn of the century. 
So the younger half of those who died in Australia in 
1900 had lived 34 years or less. I can remember funerals 
for many young men and for young mothers who died in 
childbirth. The community felt the tragedy deeply and 
resented this interruption in the rhythmic course of life. 
Vil 
economy of life and 195 
ing young 
a rebellion 
And, as an old woodsman, | observe that the 
Some persons are more aware of death. Good practicing 
Catholics who say a number of Hail / each day 
A young Presbyterian clergyman stressed another 
angle. 
Young people today do think less frequently about death 
except during wartimes. As a result they think they can 
postpone thinking seriously about religion for another 10 or 
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ley 


the extremely pro-British New Zealanders and our 


Since wo many of the young voters 


14 


the next 10 to 15 years. 


Astral may regain its pre-World War 


= 


255 


i 


| 


interest in 
say that when we turned 50 


Only one thing is certain about social evolution— 
every stage comes to an end. mene Sane 


century, 


If 


23 
$43 


production is only two-thirds of the cost in the 
United States. Australia lacks petroleum. Its need 


same as that of the United 
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Great Bri 
Il create an inded 
seen in Australia al na 
the younging of as rapidly 
than they would northern 
Id War Il 
New Australians | 
1949, I am afraid - It mark 
zing our nation. tion from ry . 
interviewed fe 
A New Zealander’s F lism was passed i 
brief sketch New Ze proposal to nationalize the ban 
is a land of green grass, party was responsible for its defeat. 
friendly people. The years there has been a considerable 
and form one of the posals to create a compulsory contrib- 
ps the outstanding f. system to replace the pre 
efficient, commercial system based on a means 
take care of 60 milk cal leader expressed the ho 
renowned efficiency is due in a large meas to pass Australia would , 
abundance of grass throughout the ve the United States and ot 
time for the dairyman. He said: 
and meat products obviously unfair the — a 
factured products, aut older ~ 
ucts to maintain a g in is 
ists ther system. equita way i 
tribution rate higher for those who are 
d fewer months, say those over age 50. 
achieve success throu approaching an era 
majority of them see will increase. They Vil 
state which has proceed We must_be sure 195 
than in Australia. 
told me: 
alia ceased to be a social pione 
old by pensions. Thus 
has developed. If 
s far enough in N 
will bring the younge 
in both political parti¢ 
younger voters will 
y would not indicat 
transition decade, 
government largess 
great change wi 
entering politics tod 
the younger voters first. 
yout, ike the revel o are 
eventually gave them the right to ong 
Watch Australia t 
Australia, the dry empty conti A 
but not quite so empty. Although low g on into retirement. We have 
inhabitants are concentrated 
southern seaboard. Steel is a 
for water in the great open spaces ter than 
There are some who hope that chea ' rtion of 
which does not involve electric lines or other trans- blems 
portation, may solve part of the water problem for g schools for the large number of young- 
vast areas. hink of them as adults later on, it should 
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be clear even to those who are unfamiliar with pop- mass production, urbanization, a steady rise in the 
ulation projections that young voters will be quite level of, education, mechanization of the home, 
numerous in a decade or so. Then the political lead- much more travel, nuclear power. The younging of 
ers will want to please the the electorate—one force among many—will, I be- 
turn. Although the absolu lieve, put a brake on the trend toward the welfare 
will continue to increase, t ex- or for the guaranteed fu- 
: or . No one should attempt to 
state especially its capacity for 
public rer, we must all admit that 
powerfu sively divine gift. Yet, the 
and t _ : ates should be unques- 

as 
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MEDICAL NEWS 


versity of Alberta Faculty of Medicine Edmonton, 
Canada, will present “A ‘New Look’ at Diverticuli- 
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Society News.—The Los 
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public health. Programs should be received 
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tis” March 4. A discussion on tranquilizing 
drugs is for March 6, with Dr. Jacob E. 
Finesinger 


City. The laboratory is a memorial to the physician 


be directed in the field of fat embolism. 


MARYLAND 

Dr. Woods to Receive Gonin Medal.—Dr. Alan C. 
Woods, emeritus professor of ophthalmology, Johns 
Hopkins University School of Medicine, Baltimore, 
has been named to receive the Gonin Medal of the 
University of Lausanne, Switzerland, and the Swiss 
Ophthalmological Society at the International Con- 
gress of Ophthalmology to be held in Brussels, 


recipient is to the University of Lausanne 
to make a short address at a preliminary function. 
Dr. Woods will attend such a function July 12. 


Awarded the American Medical Association's Oph- 
Research Medal in 1948, Dr. Woods 


Royal 
College of Surgeons (Edinburgh ), a member of the 
American Society ( vice-presi- 
dent, 1954; received the Howe Research Medal, 


 Opht Otolaryngology 
1947). 
MISSOURI 
Thompson —Dr. LeMoyne Snyder, 
Paradise, Calif., has chosen to present the 
ninth annual Dr. F. G. Thompson Sr. Lectureship 
April 24 by the Thompson-Brumm-K Clinic, 
St. Joseph. Dr. Snyder's subject will be “Murder 
Challenges the 
MONTANA 
Dr. to Give Cancer Lecture.—The first 
Mary E. Swift Memorial Cancer Lecture, “Debat- 


able Problems in Cancer,” will be presented by Dr. 
Danley P. Slaughter, chairman, Cancer Committee, 
American College of Surgeons, March 8 in Butte 
at the banquet of the Mary E. Swift Foundation 
and Tumor Registry and Clinic. Preceding the lec- 
ture, informal rounds and a tumor clinic will be 
conducted at St. James Hospital. Attendance is lim- 
ited to physicians. For reservations (fee for banquet 
$6.50) write to the Mary E. Swift Tumor Registry, 
Silver and Idaho Streets, Butte, Mont. 


NEW YORK 

Close Broadacres Sanatorium.—The State Health 
Department has notified the Oneida County Board 
of Supervisors that the Broadacres Sanatorium, 
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Belgium, in September. The medal was instituted 
to honor the memory of Jules Gonin, professor of 

seous trauma, medical color telecasts, and scientific ophthalmology at the university, who established 

and technical exhibits are arranged. A special pro- the pathogenesis of detachment of the retina and 
gram is planned for the ladies. Registration fee devised the fundamental operation. The Interna- 
for nonmembers is $5. For information write The tional Council of Ophthalmology was designated to 

Chicago Medical Society, 86 E. Randolph St., Chi- select the recipient once four . The 

cago |. 

INDIANA 

Dr. King Honored.—Dr. William F. King, State 

Health Commissioner from 1922 to 1933 and In- 

diana State Board of Health staff member from began teaching in ophthalmology at Johns Hopkins 

1910 to 1954, recently received a bronze plaque 

from the American Nursing Home Association “in 

recognition of his outstanding contributions in the 

field of gerontology.” Dr. King reportedly was in- 

strumental in bringing about the establishment of 1953), and a member of the American Academy of 

a division within the Board of Health which con- 

cerns itself with problems of advanced years. In 

1945 he was appointed head of the Division of 

Gerontology and Chronic Diseases and served as 

director of this division until] 1949 when he went 

on a consultant status. 

KANSAS 

a Orthopedic Surgery Laboratory Completed.—The 
| James B. Weaver Laboratory for Orthopedic Surg- 

ery has been completed in the orthopedic section, 

who was on the faculty of the School of Medicine 

for 30 years, the last 10 years as head of the section 

of orthopedic surgery, prior to his death April 30, 

1956. The new facility is a laboratory for clinical 

chemistry and it will be used for research in ortho- 

pedics. It contains the “bone bank,” a project 

founded and used extensively by Dr. Weaver. Dr. 

Weaver worked with the Kansas Crippled Children 

Commission for 30 years, and for three years was 

a member of the commission's board. He was 

influential in planning the Children’s Rehabilitation 

Center, now under construction at the Medical 

Center. The initial research to be carried on in the 

laboratory will be directed by Dr. Leonard F. 

Peltier, professor of surgery and successor to Dr. 

Weaver as head of the orthopedic section. It will 

ee Utica, will be returned to Oneida County. Transfer 
of patients from the Broadacres District to the 
Homer Folks Tuberculosis Hospital at Oneonta be- 
gan in February and will be completed in April. Dr. 
Hilleboe said a period of several months will be 
required for relocation of employees, inventory of 
equipment and supplies, and transfer of records. 
The State Health Department will return the 
equivalent of equipment and supplies in the hos- 
pital which were present at the time the depart- 


Symposium on Tay-Sachs 


a. m., at the Isaac Albert Research Institute of the 
Jewish Chronic Disease Hospital, Brooklyn. This 


tute of Physical Medicine and Rehabilitation with 
the beginning of the spring semester. Initiated two 
and a half years ago at the School of Education by 
the Association for the Advancement of Blind Chil- 
dren, an organization made up of parents of blind 
children and interested professional people, the 
project is devoted to “creating better understanding 
of the blind child with special problems.” Under 
the direction of Virginia Mae Axline, Ed.D., asso- 
ciate professor of education at the university, and 
the medical supervision of Dr. George G. Deaver, 
director of the Children’s Division at the Institute 


professional training, and public education. The 
Blind Children’s Research Project relies completely 
on the support of voluntary contributions. Esti- 
mated budget for full professional staff and equip- 
ment is $50,000 to $75,000 a year. 


ice facilities for future expansion to accommodate 
3,000. Initial construction will include facilities for 
about 1,700 patients. Patients’ accommodations will 
consist of 30-bed cottages for educable boys and 
girls of school age. Buildings for adult patients will 
house 120 patients in four wards of 30 beds each. 
Buildings for severely retarded patients, many of 
whom will be physically handicapped, will provide 
for 130 patients each, divided into three 40-bed 
wards and an additional 10-bed ward for patients 
requiring temporary medical care for acute ill- 
nesses. The medical program of the institution will 
be centered in the medical-surgical building for 
about 200 patients. There will also be a physical 
rehabilitation building. Another building for 180 
infants and young children will be erected in the 
medical treatment area. A children’s psychiatric 
hospital, a self-contained unit for emotionally dis- 


Cancer Symposium in Winston-Salem.—The seventh 
annual cancer symposium, sponsored by the Forsyth 
County Medical Society in tion with the 
Forsyth Cancer Service will be held April 10 at the 
Hotel Robert E. Lee, Winston-Salem. The follow 
ing guest speakers will participate: Dr. Ralph Jones 
Jr., professor of medicine, The University of Flor- 
ida, Miami; Dr. James F. Holland, hematologist, 

Park 


Dr. James E. Lofstrom, radiologist, Detroit Me- 
morial Hospital, Detroit; Dr. Charles L. Spurr, 
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ment acquired the property from the county in commissioner of mental hygiene, and John W. John- 
1948. In 1957, the State Health Department recom- son, superintendent of public works. Cost of the 
mended to the budget director that Onondaga project is estimated at 50 million dollars. The new 
Sanatorium at Syracuse be closed. Shortly there- school will serve the counties of Erie, Niagara, Or- 
after the Oneida County Board of Supervisors re- leans, Genesee, Wyoming, Allegany, Cattauraugus, 
quested that Broadacres Sanatorium be returned and Chautauqua. Patients from those counties are 
for use as a chronic disease hospital. The State now being received at Newark. Mentally retarded 
Health Department gave priority to the request of persons of all ages will be accepted for care, train- 
Oneida County officials. Oneida county officials ing, and treatment at the school. Designed for 2,400 
plan to use the hospital for the care and rehabilita- patients, the institution will be provided with serv- 
tion of the chronically ill. 
New York City 
Hospital News.—Dr. Joseph W. Beard, professor of 
surgery, Duke University School of Medicine, Dur- 
ham, N. C., will present “Tumor Viruses” March 7 
as part of the schedule of lectures by the Division 
of Neoplastic Diseases at Montefiore Hospital. 
«Disease —A Symposium 
on Tay-Sachs’ Disease will be held April 10, 9:30 
meeting will be under the joint auspices of the 
Albert Einstein College of Medicine of Yeshiva 
University and the National Tay-Sachs’ Association. 
Dr. Ernst Klenk, of Cologne, Germany, will be 
among the participants. Interested persons are in- Vv 1é 
vited. For information write the Jewish Chronic 
Disease Hospital, East 49th Street and Rutland 
Road, Brooklyn 3. 
gymnasium, and auditorium and an administrative 
Project for Blind Children.—The Blind Children’s _4rea for staff and treatment offices. 
Research Project for the emotionally disturbed and 
multiple handicapped will become a service of New NORTH CAROLINA 
York University-Bellevue Medical Center's Insti- 
Medicine, Winston-Salem. The program has been 
of Physical Medicine and Rehabilitation, the serv- entitled “Recent Advances in Chemotherapy of 
ices offered consist of play therapy and counseling Leukemias and Lymphomas.” Open discussion will 
for children and their parents, research, advanced follow the formal presentations. For information 
write Dr. William H. Boyce, chairman, Forsyth 
Cancer Committee, Wake Forest College, The Bow- 
man Gray School of Medicine, Winston-Salem, 
N.C, 
Grants for Study of Psychological Stress.—A Duke 
School for the Mentally Retarded.—Plans for a new University Medical Center research team working 
school for the mentally retarded at West Seneca under provisions of two U. S. Public Health Service 
have been announced jointly by Dr. Paul H. Hoch, grants that total $51,100 has begun studying bodily 


the National Institute of Mental Health has been 


7 


y fluoroscopy 
regulation, administered by the State Health De- 
partment's Division of Industrial Hygiene, is “de- 
signed to protect the public against dangers of 
ionizing radiation and was originally adopted by 
the Advisory Health Board on Oct. 20, 1956.” The 
amendment reads: 


b. The primary x-ray , 
diagnostic 


ti 
clinical necessary. Cones and diaphragms shall 
to limit the area of the primary beam. 
This is the second major amendment to the Radi- 
ation Protection Regulation 433. In February, 1957, 
an amendment was adopted, outlawing shoe-fitting 
fluoroscopes. 


Appoint Dr. Cheever Dean at Pittsburgh.—The ap- 
pointment of Dr. Francis §. Cheever as dean of the 
University of Pittsburgh School of Medicine has 
been announced. Dr. Cheever will assume his new 
duties in the School of Medicine July 1, succeeding 
Dr. William S. McEllroy who is retiring but will 
continue as a special adviser to the chancellor on 
medical affairs. Since 1950 Dr. Cheever has been 
essor of microbiology in the Pitt Graduate 
of Public Health. Before joining the Pitt 
faculty, he was assistant professor in the Harvard 
Medical School from 1946 to 1950 and an instructor 
from 1938-1941. He was on duty with the U. S. 
Navy from 1941 to 1946 and in 1944 and 1945 was 


include a recreation program, library, canteen, and 


geons will be held in Salt Lake City March 17-19 
at the Hotel Utah. Dr. Alfred M. Okelberry, asso- 
ciate clinical professor of orthopedic surgery, Uni- 
versity of Utah School of Medicine, is chairman of 
the committee on local arrangements. Top- 
ics will include pediatric surgery, post-traumatic 
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reactions to various psychological stresses. Principal director of the Enteric Pathogen Laboratory of the 
investigators are Dr. Albert J. Silverman, director, U. S. Naval Medical Research Unit on Guam, 
Duke psychiatry department's psychophysiology Okinawa, and the Philippines area. Since 1951 he 
laboratory, and Dr. Sanford I. Cohen, associate di- has served as special consultant to the Communi- 
Service. 
New Allegheny County Hospital.—The new Alle- 
gheny County Hospital, eight miles from downtown 
Pittsburgh, was dedicated Feb. 7. The 22-million 
surgery at Duke and a specialist in dollar structure which stands on a 126-acre plateau 
body hormones that include those will provide beds for 2,100 patients. Six years in 
i A second grant of $15,000 came planning and three years in building, it comprises 
ional Institutes of Health funds a main hospital building of eight stories, 
awarded to Duke University last summer for the valescent wings of three stories each, in 
support of a Regional Center for the Study of Aging. ambulatory dormitories ringing a park-lik 
PENNSYLVANIA 
Another Amendment to Radiation Protection Regu- _~ Tesidences. The hospital kitchen is equipped to 
lation.—Dr. Charles L. Wilbar Jr., state secretary of | Serve 10,000 meals a day, and the laundry can 
health, has announced that the State Advisory handle 15,000 pounds of wash a day. Other facilities 
Health Board has approved an amendment to 
Radiation Protection Regulation 433 requiring the 
use of aluminum filters, cones, and diaphragms on 
Amendment to Radiation Protection Regulation 433 Diag- The new Allegheny County Hospital, with the main 
nostic Uses of X-rays eight-story building (right), the convalescent section (left), 
a. The total filter—permanently in the useful beam—shall be ambulatory wards (extending out of view at left), and the 
equal to at least 2% millimeters of aluminum on all x-ray pyramid-like interdenominational church (left center). 
machines capable of operating at or above 60 kilovolts 
peak when used for routine diagnostic x-rays or routine =. beauty and barber shop. The hospital will func- 
m for routine diagnostic x-rays or tion under the board of commissioners of Allegheny 
County, Mr. John J. Kane, chairman. Dr. Gerard 
P. Hammill, director of the Allegheny County In- 
stitution District, is medical director of the hospital. 
Philadelphia 
University News.—Dr. Y. Ikemi, associate profes- 
sor of internal medicine, Fukuoka University, Japan, 
now at the Temple University Medical Center as a 
visiting fellow in medicine, spoke before the staff 
and faculty recently on “Experimental Studies on 
Psychosomatic Aspects of Diseases of Internal Med- 
icine.” 
UTAH 
Surgeons Meeting in Salt Lake City.—A three-day 
sectional meeting of the American College of Sur- 


paraplegia, trauma, cancer, ACTH and cortisone in 
surgery, common-duct stones, cardiac resuscitation. 
bleeding peptic ulcer, hand surgery, ok 
in ophthalmic surgery. Medical motion pictures 
tional meeting is the fellowship luncheon, featuring 
a panel discussion on college activities, with a ques- 
tion period. Dr. Ezekiel R. Dumke, Ogden, will 
and Dr. Hubbard P. Saunders, associate 
director of the college, will serve as moderator. 


GENERAL 
Medical Faculty Awards.—The Lederle Labora- 
tories Division, American Cyanamid Company, has 
announced 18 recipients for its Medical Faculty 
awards, intended for “strengthening the preclinical 
of medical schools in the U. S. and 
Canada by contributing to the support of the teach- 
ing and research activities of members of such de- 
partments who already have demonstrated high 
quality of performance but who have not yet at- 
tained permanent faculty tenure.” 


Southeastern Surgical Congress in Baltimore.—The 
26th annual assembly of the Southeastern Surgical 
Congress will be held March 10-13 at the Lord 
Baltimore Hotel, Baltimore. About 53 papers are 
scheduled for presentation, including those of the 
following guest speakers: Drs. Charles W. Mayo, 
Rochester, Minn.; J. Garrott Allen, Chicago; Bent- 
ley P. Colcock, Boston; Hayes Martin, New York 
City; Charles C. Lund, Boston Boston; Donald A. Covel, 
New York City; Samuel P. Harbison, 

E. Lee Strohl, Chicago; John M. Beal Jr., 

Ravdin, Philadelphia; and Donald R. Webster, 
Montreal, Canada. Four panel discussions are 
planned: 


Pre- and Postoperative Care, moderated by Dr. Willard H. 
Parsons. 
Gastric Ulcers, moderated by Dr. Ravdin. 


For information write Dr. Benjamin T. Beasley, 
Secretary-Director General, The Southeastern Sur- 
gical Congress, 701 Hurt Building, Atlanta 3, Ga. 


medical school progress 


MEDICAL EDUCATION 
WEEK ---- April 20-26 


J.A.MLA., March 1, 1958 


Physicians Among “Ten Outstanding Young Men.” 

—The U. S. Junior Chamber of Commerce has 

named four physicians among the 10 men selected 

as “outstanding Young Men of America for 1957.” 

The physicians are: 

Dr. Thomas G. Baffes, Skokie, I1., ae a surgical 
correction for transposition of the great vessels of the 


Dr. Richard A. Dewall, Minneapolis, “developer of a sim- 
mechanical beart-lung machine.” 


process. 
David G. Simons, M.C., U. S. A. F., “ 
exceeding 100,000 feet.” 

Nominations for the Ten Outstanding Young Men 
of America are solicited annually from the general 
public and are limited to men between the ages of 
21 and 35. Selected by a judging panel of “nation- 
ally prominent” persons, the men were chosen “for 
outstanding contributions to their professions and 
to the general welfare of the people. The U. S. 
Jaycees, sponsors of the awards since 1938, dis- 
tributed more than 15,000 nominations blanks this 
vear. 


Symposium on Mechanisms of H 

An International Symposium on the Mechanisms of 
Hypersensitivity will be held March 27-29 under 
the auspices of Henry Ford Hospital, Detroit. About 
45 papers are scheduled a including 
the following by foreign au 


Mechanisms of Hypersensitivity as Revealed by the Actions 
of Inhibitors, Dr. Heinz O. Schild, London, England. 

Non-Specific Chronic Thyroiditis (Hashimoto's Disease), 
Dr. Deborah =a London, England. 

Research on L. E. Formation (Motion Picture), 


Antigens Underlying the Phenomenon of Tolerance to 
Homografting, Leslie Brent, London, England. 
Effect of Steroids on Antibody Production, Marvin Darrach, 
Vancouver, Canada. 
Sensitizing and Adjuvant Effects of Mycobacterial Cells 
and Fractions, Dr. Robert G. White, London, England. 


General discussions will follow the papers. An 
address will be given by Dr. Robin C. Buerki, ex- 
ecutive director, Henry Ford Hospital, at the ban- 
quet March 28, at which Dr. Arnold Ashley Miles, 
London, England, will be the speaker. For informa- 
tion write Henry Ford Hospital, Dr. Joseph H. 
Shaffer, 2799 West Grand Blvd., Detroit 2. 


President's Conference on Occupational Safety.— 
will be held March 25-27 in Washington, D 
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ae Dr. Robert E. L. Nesbitt Jr., Albany, N. Y., “researcher in 
cause and prevention of infant death in association with 
V 
195§ 
Heterogeneity of Diphtheria Antitoxins, Dr. Marcel Reynaud, 
Garches, France. 
The Detection of Non-Precipitating Antibodies, Alec H. 
Schon, Ph.D., Montreal, Canada. 
Approaches to the Problem of Detecting Antibodies, Stephen 
Diverticulitis of the Colon, moderated by Dr. Mayo. R. Robineaux, Paris, France. 
ae Histamine in Allergic Responses of the Guinea Pig, Dr. 
= 


Health,” will be moderated by 
medical director, Esso Standard Oil Company, New 
York City, and will include as _ participan 

Marvin L. Amdur, Buffalo Industrial Medical Cen- 
ter, Buffalo, New York; Edna O'Connor, R.N.., 


the U. §. Department of Labor, Washington, D. C. 


Medical Writers’ Institute.—A Medical Writers’ In- 
stitute will be held June 12-14 at Rensselaer Poly- 
technic Institute, Troy, N. Y. The seminar of study 
and workshop practice will be under the auspices 
of the Technical Writers’ Institute, now entering its 
sixth session under the direction of Prof. Jay R 
Gould. The three-day course will be coordinated 

Dr. Joseph F. Montague, president of the New Y 

chapter of the American Medical Writers’ Associa- 
tion. Medical writers will serve as visiting lecturers 
in the fields of medical reports, manuals and in- 
structions, medical advertising and journalism, and 
medical illustrations. Included will be Dr. Morris 
Fishbein, president-elect, American Medical Writ- 
ers’ Association; Dr. Benjamin W. Carey, medical 
director, Lederle Laboratories; Mr. Erwin DiCyan, 
past-president, Association of Consulting Chemists; 
Dr. Richard M. Hewitt, Publications Division, Men- 
ninger Foundation; Walter Kahoe, Ph.D., medical 
editor, J. B. Lippincott Company; Dr. Frank H. 
Netter, medical artist and illustrator; Prof. Carroll 
A. Nolan, chairman, department of business educa- 
tion, Syracuse University; Mr. Gil Totten, of the 
William as McAdams Advertising Agency, 
New York; Felix Marti-Ibanez, editor, MD; 
and Mr. A. A. . eos medical editor, Roswell Park 
Memorial Institute. The basic instructional phase 
will be staffed by members of the Technical Writers’ 
Institute, including professors Sterling P. Olmsted, 
Douglas H. Washburn, Chris Stanford, and Robert 
A. Sencer. The institute has been designed “to bring 
expert guidance to those who supervise medical 


writing, to those newly entering this expanding 
profession, and to those practicing writers who'need 
an exchange of recent ideas.” Inquiries should be 
addressed to Prof. Jay R. Gould, Medical Writers’ 
Institute, R. P. 1., Troy, N. Y. 


WARNING—BAD CHECK ARTIST 

Attention is called to the illegal activities of one 
Joseph T. Reddish, formerly of Boston and more 
recently of Roxbury, Mass., who may be posing as 


1 He has dark brown hair, blue eyes, and a 
face, a ruddy complexion, and a Boston ac- 
cent. He has claimed to be a laboratory technician, 
specializing in bacteriology and cytology. He is de- 
scribed as having letters and newspaper clippings 
claiming that he was associated in the development 
of an electronic device to screen microscopic slides. 

Some months ago he was employed as a tech- 
nician in a hospital in Newark, N. J. He passed 
several checks on his representation that he was 
employed at the hospital. These checks were drawn 
on the First National Bank of Boston and were re- 
turned, marked “No account.” 

Any person knowing his whereabouts should 
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Medical participants will include Harry Levinson, 
Ph.D., director, Division of Industrial Mental 
Health, The Menninger Foundation, Topeka, Kan- 
sas; Dr. William A. Tillmann, department of psy- 
chiatry, University of Western Ontario Faculty of 
Medicine, London, Ontario, Canada; Dr. Flanders 
Dunbar, editor emeritus, Psychosomatic Medicine. 
Eight workshops are scheduled under the title 
“What Makes Us Work Safely” to be moderated by 
Dr. Levinson. A pane] discussion, “Radiation—A 
Controllable Hazard,” will be moderated by Ad- a Doctor of Medicine or as a medical technician in 
miral Willard A. Kitts II], manager, Atomic Prod- pathological laboratories in hospitals or in private 
ucts Study for General Electric. A second panel, organizations. 
“The Doctor and Nurse Contribute to Safety and Joseph T. Reddish, whose photograph is shown 
below, is described as aged about 45, height 5 feet 
5 inches to 5 feet 7 inches, and weighing about 165 
Williamson Heater Company, Cincinnati, Ohio; 
Charlotte R. Burneister, R.N., American Associa- 
tion of Industrial Nurses, Baltimore; Mr. Clark D. ee . 
Bridges, assistant managing director, Industrial » ee, 
Médical Association, Chicago; and Mr. Howard we > 
Schulz, Council of Industrial Health, American 
> | 
notify the Director of the Department of Clinical 
Pathology at the Presbyterian Hospital, Newark, 
N. J. 


EXAMINATIONS 
AND 
LICENSURE 


ing is June Director, Dr. 


Corornapo:* Examination and . Denver, June 10- 


J 
Homer Pearwn, 901 N.W. 17th St., Miami. 
and . Atlanta and Augus- 
224 State Capitol, At- 


Ipano: Examination. Boise, ey hy Exec. Sec., Mr. Ar- 


and Reciprocity. Chicago, April 7-10. 
Superintendent of Regitration, Mr Fredric B. Selcke, Cap- 
Miss Ruth V. Kirk, 538 K. of P. Bldg., Indianapolis. 
Lousiana: Examination and Reciprocity. New Orleans, 
June 5-7. Sec., Dr. Edwin H. Lawson, 930 Hibernia Bank 
Bldg., New Orleans. 
Magee Examination and Reciprocity. Portland, Mar. 11-13, 
Dr. Adam P. Leighton, Room 514, 152 High St., 


Mania Resmination. Baltimore, June 17-20. Sec., Dr. 
Frank K K. Morris, 1211 Cathedral St., Baltimore 1 

Massacuusetts: Examination. Boston, July 15-18. Sec., Dr. 
Robert C. Cochrane, Room 37 State House, Boston. 

Micuican:* Examination. Ann Arbor and Detroit, 9. 
11. Sec., Dr. E. C. Swanson, 118 Stevens T. Mason Bldg., 
West Michigan Ave., Lansing 8. 

Micuican:* Examination. Minneapolis, April 15-17. Sec., Dr. 
F. H. Magney, St. Paul 2. 

Montana: Examination and Reciprocity. Helena, April 1, 
Sec., Dr. Thomas L. Hawkins, 555 Fuller Ave., Helena. 


N Examination Reciprocity. 
Dr. G. H. Ross, Carson City. 


New Hampsnine: Examination and Reciprocity. Concord, 
Mar. 12-14. Sec., Dr. Mary M. Atchison, 107 State House, 


New Yours: Examination. Albany, Buffalo, New York City and 
—— Sec., Dr. Stiles D. Ezell, 23 S. Pearl 
St., 


Rapid 
Exec. Sec., Mr. John C. Foster, 300 First National 
Bldg., Sioux Falls. 
Texas:* Examination and Reciprocity. Fort Worth, 
M. H. Crabb, 1714 Medical Arts 
Uran: Examination. Salt Lake City, 9-11. prey hay 


Milwaukee July 8-10. ‘Sec, Dr. Ww. 


Puerto Rico: Examination. San Juan, March 4-7. Sec., 
Mr. Joaquin Mercado Cruz, Box 9156, Santurce. 


BOARDS OF EXAMINERS IN THE BASIC SCIENCES 
Acasxa: Examination. Juneau, Nov. 4. Sec., Dr. R. Harrison 


ARKANSAS: Rock, May 5-6. Sec., Mr 
S. C. Dellinger, of 
Arkansas, Fayetteville. 

: E Denver, May 7-8. 
Sec., Dr —_ 4. Starks, 1459 Ogden St., Denver 18. 


St., New Haven 10 


lowa: Examination. Des Moines, April 8. Sec., Dr. Elmer W. 

Kansas: Examination. Kansas City, June 3-4. Sec., Dr. R. E. 

Stowell, University of Kamas School of Medicine, Kansas 


nesota, Minneapolis 14 

, April 4-5. Sec., 


; nation. Oklahoma City 
Oklahoma City. 
Onecon: Examination. Portland, March 1. Dr. Earl M. 
Ruove Istanp: Endorsement. Providence, April 30. Examina- 
tion. Providence, May 14. Administrator of Professional 
Regulation, Mr. Thomas B. Casey, 366 State Office Bldg., 


Texas: Examination. Austin, Sane 
Wilson, 407 Perry-Brooks Bldg. 

June 7. Sec., Mr. William H. Barber, 621 Ransom St., 


* Basic Science Certificate required. 
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Noatn Carouna: Endorsement. Asheville, May 5. Examina- 
: tion. Raleigh, June 16-19. Endorsement. Raleigh, June 17. 
Asst. Sec., Mrs. Louise J. McNeill, Professional Bldg.. 
Raleigh. 
Omo: Endorsement. Columbus, April 1; June 19-21. Sec., 
Dr. H. M. Platter, 21 West Broad St., Columbus 15. 
Examination. Oklahoma or. June 3-4. Sec., 
Dr. E. F. Lester, 813 Braniff Bidg., City. 
EDUCATIONAL COUNCIL FOR FOREIGN MEDICAL Onscon:* Examination. Portland, April 11-12. Exec. Sec., 
GRADUATES, INC. Mr. Howard |. Bobbitt, 609 Failing Bidg., Portland. 
Educational Council for Foreign Medical Graduates, Inc.: Ruove Istanpv:* Endorsement. Providence, March 20. Exam- 
given henceforth twice a year for foreign medical grad- Regulation, Mr. Thomas B. Casey, 366 State Office Bldg.. 
uates. First Examination. Medical Schools in the United 
States, March 25. Final date for filing application was Feb. 
10. Second Examination. Medical Schools in the United 
States and Foreign Countries, Sept. 23. Final date for fil- 
BOARDS OF MEDICAL EXAMINERS 
AcapaMa: Examination. Montgomery, June 17-19. Sec., Dr. 
D. G. Gill, State Office Building, Montgomery 4. 
Il. Exec. Sec., Mrs. Beulah H. Hudgens, 715 Republic 
Bidg., Denver 2. 
Connecticut:* Examination. Hartford, March 11-13. Sec., , 
Dr. Creighton Barker, 160 St. Roman St., New Haven. Salen Gite June 2. 
Homeopathic. Examination. Derby, March 11. Sec., Dr. oy ‘On li ti in A Ju 
and Reciprocity. Dover, July 8-10 Or. “Seite om » ach 
Sec., Dr. Joseph 8. McDaniel, Professional Bldg., Dover. to Cal. Act. Sen, De. &. F. 
June 14. Exec. Asst., Mrs. Regina G. Brown, 258 Bradley 
Disrmict oF Examination. Washington, April 
14-15. Deputy Director, Commission on Licensure, Mr. 
Newnasxa:* Examination. Omaha, June. Sec., Mr. Husted 
K. Watson, Room 1009, State Capitol Bldg., Lincoln 9. 
Concesd. 
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The Veteran The following informa- 
tion appears in Dec. 31, 1957, Statistical Sum- 
mary of VA Activities: 
Veterans in civil life, end of month—Total 22,710,000 
Korean Conflict— Total 5,255,000 
And service in World War I .............. 913,000 
No service in World War 11 .............. 4,342,000 
World War I1—Total 15,315,000 
World War I 
Other Wars and Regular Establish- 
ment 130,000 
HOSPITAL CARE—ALL WARS 
Average daily patient load—Total ............ 113,028 
In VA 110,048 
In non-VA hospitals 
Eligible applicants—admission 
scheduled—end of month—Total ................ 20,250 
connected s 
Other 20,242 
DOMICILIARY CARE—ALL WARS 
Average daily member load 16,821 
adinission not 
scheduled—end of month 695 
OUTPATIENT CARE—ALL WARS 
Visitors for medical care during month— 
Total 154,007 a/ 
109,678 a/ 
Compensation and pension examinations 27,317 a/ 
Other 17,012 a/ 
Dental examination cases completed 
during month 3,286 
Dental treatment cases completed 
during 3,029 
DISABILITY COMPENSATION OR 
PENSIONS—ALL WARS 
New cases received during month ............ 16,812 
New cases adjudicated during month ........ 15,244 
New cases pending adjudication, end 
of month 41,155 
Active cases (running awards), end 
of month 2,517,666 
Compensation ( service-connected ) b/ 2,065,630 
non-service-connected ) ........ 752,096 
DISABILITY COMPENSATION OR 
PENSIONS—KOREA 
New cases received during month ............ 
New cases adjudicated during month ...... 4,832 
New cases pending adjudication, end 
of month 14,240 
Active cases (running awards), end 
of month 200,785 
Compensation (service-comnected ) ..... 142 
Pensions (non-service-connected ) ........ 
DEATH COMPENSATION OR PENSIONS 
~—ALL WARS 
New claims received during month .......... 11,135 
adjudicated during month .... 10,441 
New claims pending adjudication, end 
of 13,287 
Active cases (running awards), end 
of month 867 838 


Compensation ( service-connected ) b/.... 
Pensions (non-service-connected ) ........ 


DEATH COMPENSATION OR PENSIONS 


Personal.—Dr. Linus A. Zink will succeed Dr. 
Frank B. Brewer as assistant chief medical director 
for operations in the VA at Washington, D. C. 
Dr. Brewer is to retire March 31, 1958, after 41 
years of federal service. 


AIR FORCE 


Consultants Visit Medical Installations.—Dr. 
Edgar J. Poth, professor of surgery at the Univer- 
sity of Texas Medical School, recently visited U. S. 
Air Force Medical Service installations in Japan, 
Okinawa, and the Philippine Islands, where he 
rendered consultant services and conducted lec- 
tures. 

Dr. Joe C. Rude, chief of radiology, University 
of Texas Medical School, recently.visited Air Force 
Medical Service installations in Germany, France, 
England, Morocco, and Libya, where he conducted 
lectures and teaching sessions. Dr. Rude presented 

a paper, “ Contributions to the Diag- 
of heute at the U. S. 
Air Forces in Europe Medical-Surgical Conference 
in Wiesbaden, Germany. 


The Bovard Award.—At a ceremony in the Letter- 
man Army General Hospital in San Francisco, Jan. 
14, the Evangeline G. Bovard award for 1957 was 
presented to Capt. Lenora B. Wierick of the Army 
Nurse Corps. The award was established last year 
by Col. Robert Skelton, M. C., U. S. Army, retired, 
in memory of his wife, a former Army nurse. 
Colonel Skelton set aside a sum of money, the inter- 
est on which is to be presented to the nurse demon- 


Captain Wierick served with a front line field 
hospital in Germany and during the Korean conflict 
received the Bronze Star for service in the forward 
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461,212 
—KOREA 
VETERANS ADMINISTRATION Active cases (running awards), end 
Compensation (service-connected ) ...... 35,560 
Pensions (non-service-connected ) ........ 1,139 
a/ Preliminary; subject to revision. 
b/ Includes special act cases. 
ARMY 
strating the highest degree of professional compe- 
tence in maintaining the superior standards of the 
Army Nurse Corps. 
areas with a mobile surgical hospital. At Letter- 
man, Captain Wierick has demonstrated outstand- 
ing skill in the care of paraplegic and acutely ill 
patients. 


The majority of assignments given to physicians 


tified specialists, e. g., pathologists, radiologists, psy- 
chiatrists, internists, surgeons, and pediatricians. 


years of experience following internship. Longevity 
credit for pay purposes (including service in the 
armed forces ) is also granted. 


Surgeon General, U. S. Public Health Service (P), 
Washington 25, D. C. 


Graduate Training for Health Workers.—The Pub- 
lic Health Service announced Jan. 28 that it is ac- 
cepting applications from professional health work- 


ay 
i 


it 


succeeds Dr. William S. Baum, who has been trans- 
ferred to the Public Health Service's Division of 
Indian Health as assistant area medical officer for 
hospital and medical care at Phoenix, Ariz. 


DEPARTMENT OF STATE 


Contribution for Malaria Eradication.—The United 
States government contributed 7 million dollars on 
Dec. 5, 1957, to the World Health Organization and 


ington, D. C., the Secretary of State presented a 
check of 5 million dollars to WHO Director-Gen- 
eral Dr. M. G. Candau, and another check for 2 
million dollars to Dr. Fred L. Soper, director, Pan 
American Sanitary Bureau, Regional Office of 
WHO for the Americas. In presenting the checks, 
Secretary of State Dulles said, in part: “it is most 
fitting that the United States should join with the 
World Health Organization and the Pan American 
Sanitary Organization in a unified campaign to 
eradicate what is possibly the greatest single source 
of death and sickness in the world today. This is 
malaria. Last year, malaria attacked some 200,000,- 
000 people. . . . The United States, in accordance 
with President Eisenhower's recommendation to the 
Congress, agreed with the goal of malaria eradica- 
tion set by the 1955 Assembly of the World Health 
Organization.” 

What is sought is eradication of the disease from 


places. The international effort will be carried out 
over a five-year period. For fiscal year 1958, the 
total expenditure of the United States and 60 other 
nations, plus the international organizations, is es- 
timated at $107.2 million. 
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NAVY 
Retirements.—Capt. Otto Leo Burton, M. C., com- 
manding officer of the U. S. Naval Medical Re- 
search Unit 3, Cairo, Egypt, was retired from active 
service, Jan. 1, after completing more than 31 years 
of service.—Capt. Melville M. Driskell, M. C., was wey 
placed on the retired list of naval officers on Jan. 1, . and 17 
after completing more than 21 years of military = 
the liv- 
] de- 
PUBLIC HEALTH SERVICE pendents. Applications should be submitted by 
Physicians Wanted for Immediate Active Duty.— March 1, 1958. 
The Public Health Service is offering immediate 
active duty assignments to physicians who qualify Personal.—Dr. Stuart M. Sessoms, who has been 
for appointment to its Commissioned Corps. Phy- assistant director of the clinical center at the Na- 
sicians who have Selective Service obligations to tional Institutes of Health, has been appointed as- 
fulfill can meet them by serving two years active sistant director of the National Cancer Institute, it 
duty in the Commissioned Corps. Public Health was announced by Dr. James A. Shannon, director 
Service officers receive the same pay, allowances, of the National Institutes of Health. Dr. Sessoms 
and benefits that are received by officers in the 
armed forces serving on active duty. Officers on ac- 
tive duty are covered by retirement, social security, 
medical care (both for the officer and his depend- 
ents), and a survivor benefits annuity. They are 
also entitled to sick leave and annual leave with ee 
cine, but a limited number are available in re- the Pan American Sanitary Organization to further 
search, preventive medicine, and public health. their work in assisting governments throughout the 
The largest number of positions ar ted available are world to eradicate malaria. In a ceremony in Wash- 
for medical officers who are completing internship 
or are in residency training. However, some posi- 
tions are available for board-eligible or board-cer- 
The entrance grade for officers who have com- 
pleted an approved internship is senior assistant 
surgeon, the equivalent of captain in the Army. 
Correspondingly higher grades are given to officers 
who have had advanced training or additional 
Inquiries concerning careers in the Public Health 
Service or two years of active duty to satisfy Selec- 
tive Service obligations should be directed to the 
virtually all malarious areas except for Africa south 
of the Sahara and a few other presently inaccessible 
ers for graduate training in public health for the 
1958-1959 academic year. This program was set up 
by Congress two years ago to help relieve the 
shortage of trained personnel in public health 
agencies. Congress voted one million dollars for 


Baptist aay aon in the Independence Sani- 
Dec. 6, aged 83, of cerebral 
ge. 


Anderson, William Edward Chattanooga, Tenn., 
Vanderbilt University School of Medicine, Nash- 
ville, 1898; member of the Selective Service Board 
during World Wars | and Il; died Dec. 7, aged 
81, of heart disease. 


Anthony, Abel Cornelius, Chicago, University of 
Illinois College of Medicine, rel 1931; on the 
staff of the Provident Hospital, where he died Dec. 

Imonary embolism following a 


Ashley, Charles L. * Dallas, Pa.; University of 
Pennsylvania Department of Medicine, Philadel- 
phia, 1900; an associate member of the American 
Medical Association; served as county coroner; 
formerly practiced in Plymouth, where he was 
registrar of vital statistics and a director and vice- 
president of the Plymouth National Bank; died 
Dec. 28, aged 79. 


Barenberg, Louis H. ® New York City; born Feb. 
20, 1886; Long Island College Hospital, Brooklyn, 
1914; specialist certified by the American Board of 
Pediatrics; member of the New York Academy of 
Medicine; past-president of the Bronx Pediatric So- 
ciety; served as clinical professor of pediatrics at 
the New York Medical College, Flower and Fifth 
Avenue Hospitals; held an award of merit from 
the American Medical Association for exhibit in 
1942 on “Prevention of Contagion in Pediatric 
Wards with the Use of Human Serum or Plasma”; 
associated with the Morrisania City and Jewish 
Memorial hospitals; died in the Montefiore Hos- 

pital Dec. 18, aged 71. 

Barnes, Herbert Francis, Worcester, Mass.; Tufts 
College Medical School, Boston, 1932; associated 
with the Worcester State Hospital; was killed Dec. 
7, aged 57. 


@ Indicates Member of the American Medical Association. 


sity School of Medicine, Nashville, Tenn., 1899; 
founder and past-president of the Madison County 
Tuberculosis Association; past-president of the 
Madison County Medical Society; medical ex- 


Edwardsville National Bank and Trust Company; 
associated with St. Elizabeth Hospital in Granite 
City, where he died Dec. 9, aged 83, of ‘pulmonary 
edema and cardiac failure. 


Beck, R. Donald, New York City; Columbia Uni- 
versity College of Physicians and Surgeons, New 
York City, 1919; served on the staff of the Gold- 
water Memorial Hospital; died Dec. 8, aged 64, 
of coronary disease. 


Bennett, Clayton James * Yuma, Colo.; St. Louis 
College of Physicians and Surgeons, 1923; member 
of the American Academy of General Practice; 
past-president, secretary, and charter member of 
the Yuma-Washington Counties Medical Society; 
veteran of World War 1; mayor of Yuma eight 
years and long active in the town council and 
school board; formerly practiced in La Junta, Colo., 
and Oak Creek, Colo.; died in the Veterans Admin- 
istration Hospital, Denver, Dec. 9, aged 66, of 
bleeding esophageal varices and hepatic failure. 


Bernstein, Theodore Isra * Solvang, Calif.; Uni- 
versity of Southern California School of Medicine, 
Los Angeles, 1938; member of the American Acad- 
emy of General Practice; decorated by Gen. George 
Patton for his services to the Third Army Medical 
Corps in the European invasion during World War 
Il; associated with St. Francis and Cottage hos- 
pitals in Santa Barbara; died in the University of 
California Medical Center in Los Angeles, Dec 
13, aged 47, of leukemia. 


Beutel, Georgus Phil, Louisville, Ky.; University of 
Louisville Medical Department, 1898; an associate 
member of the American Medical Association; 
past-president of the Louisville Urological Society; 
veteran of World War I; served on the Selective 
Service Board during World War II; died Dec. 18, 
aged 79, of heart disease. 


Bickley, Robert Stanley * New York City; 

York Homeopathic Medical College and insta 
1907; formerly clinical professor of surgery at his 
alma mater; fellow of the American College of 
Surgeons; associated with Flower and Fifth Avenue 
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Acree, Marvin Albin ® Calhoun, Ga.; University of Barnsback, Roy Smith © Edwardsville, I11.; born 
Georgia Medical Department, Augusta, 1912; died 
Dec. 4, aged 72. 
Adams, Justin Orpheus © Chattanooga, Tenn.; Uni- 
versity of Nashville Medical Department, 1895; 
died Dec. 5, aged 88, of uremia. aminer for the draft board during World War Il 
Adams, Noah ® Independence, Mo.; Barnes Medi- and received a citation from President Roosevelt 
cal College, St. Louis, 1899; formerly practiced in for his services; a founder and a director of the 
Kansas where he was associated with the 
66 
8 
prostatectomy. 


Le 


z 
= 


in 1926 and 1928; past-president of the M 
State Medical Association; member, past-president, 


Mississippi; chairman of the Mississippi Commis- 
sion on Hospital Care; member of the 


Chicago, 1893; died Nov. 17, aged 87. 


Brueckner, Harold Hugo ® Canton, Ohio; Uni- 
versity of Michigan Medical School, Ann Arbor, 
1932; member of the American College of Chest 


J.A.M.A., March 1, 1958 
Physicians and the American Trudeau Society; at 
one time on the faculty of the University of Louis- 
ville (Ky.) School of Medicine; served as 


superintendent of Hos- 
aged 50, of uremia and bilateral polycystic kid- 

ney disease. 
Buford, Coleman Graves ® West Palm Beach, Fia.; 
Northwestern University Medical School, Chicago, 
1894; a founder of the American College of Sur- 
geons; past-president of the Northside Branch of 
faculty of his alma mater; at one time practiced in 
Chicago and Elizabeth, Ill; served on the staffs of 
's 
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Hospitals and the Medical Arts Center Hospital; 
died Dec. 26, aged 71, of diabetes mellitus, myo- 
carditis, and arteriosclerosis. 
Black, William Davis St. Louis; Marion-Sims tendent_of, the Molly Stark 
College of Medicine, St. Louis, 1896; member of 
the American Academy of Ophthalmology and 
Otolaryngology; at one time on the faculty of 
Barnes Medical College; served on the staff of 
Missouri Baptist Hospital; died Dec. 2, aged 85. 
Bloss, Raymond Henry, Bethlehem, Pa.; Medico- 
Chirurgical College of Philadelphia, 1906; asso- 
ciated with St. Luke's Hospital, where he died Dec. 
16, aged 75, of heart disease. 
Bogia, Reuben Arnold, Philadelphia; University of 
Pennsylvania Department of Medicine, Philadel- 
phia, 1904; veteran of World War I; served on the 
city es =— Dec. 23, aged 85, of angina pectoris. 
Women's and Chi 
aged 76. Buresch-Henke, Hildegard Ida Louise Charlotte ® 
Montgomery, Ala.; Schlesische—Friedrich-Wil- 
Boswell, Henry * helms—Universitat Medizinische Fakultat, Breslau, 
Hinton, Ala... March Prussia, Germany, 1936; on the staff of St. Jude's 
ville Med Catholic Hospital; died Dec. 15, aged 60, of endo- 
full-time carditis. 
Board of Health and served i 
versity of Mississippi School of Northwestern University Medical School, Chicago, v 16 
versity, member of the House ,_ 1947; formerly on the faculty of his alma mater; 1958 
served as chief of professional services at the 
U. S. A. F. Hospital in Randolph Air Force Base, 
Fett ied Dee 1, ag 99 
and a member of the executive committee of the Burtnick, Lester Leon ® Washington, D. C.: Uni- 
National Tuberculosis Association; member and versity of Maryland School of Medicine, and Col- 
past-president of the Mississippi Tuberculosis Asso- lege of Physicians and Surgeons, Baltimore, 1937, 
cation; member and past-president of the Missis- clinical assistant professor of psychiatry at George- 
sippi State Hospital Association, past-president of town University School of Medicine; specialist 
the American Sanatorium Association; vice-chair- certified by the American Board of Psychiatry and 
Neurology; member of the American Psychiatric 
Association; veteran of World War II; died in the 
American College of Physicians and American Col- Byron, Charles Stanford ® Brooklyn; Cornell Uni- 
lege of Chest Physicians; past-president and honor- versity Medical College, New York City, 1923; 
ary life-time president of the Mississippi Golf specialist certified by the American Board of In- 
Association; recipient in 1953 of the Civic Award ternal Medicine; fellow of the American College 
for service to Mississippi; recently retired as super- of Physicians; member of the Endocrine Society; 
intendent and medical director of the Mississippi associated with Brooklyn Jewish, Adelphi, and 
State Sanatorium, where he served since 1917, and Queens General hospitals; died Dec. 26, aged 59, 
where he died Dec. 16, aged 73, of chronic pulmo- of fibrosarcoma of the left leg with pulmonary and 
nary emphysema and bronchogenic carcinoma with intraperitoneal metastasis. 
Canter, Noland Mackenzie ® Harrisonburg, Va.; 
Brabrook, Caroline Alexander, Whittier, Calif.; born in Fredericksburg, July 22, 1890; Johns Hop- 
ig School, —_ kins University School of Medicine, Baltimore, 
1913; veteran of World War I; captain in the 
medical corps of the U. S. Army from 1917 to 1920; 
in Washington, D. C., assistant radiologist at St. 
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York, Alexander Arthur ® 


University School of Medicine, Nashville, Tenn., 
1896; served as county health officer; formerly on 


Wagner, James Holliday, Selma, Calif.; Vanderbilt 


__ tion; on the staff of the Central State received many distinguished medals; died in a 
in Waupun; died Nov. 19, aged 56, of U. S. Marine Corps Air Station in Miami Dec. 
po occlusion. aged 48, of coronary thrombosis. 
High Point, N. C.; Med- 
ical Department of Grant University, Chattanooga, 
1907, died in Durham Dec. 10, aged 80. 
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ee eee cies have long used the waiting period as a device 
items these letters contribu corresponde 
to cut down costs of insurance and to deter insured 
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done by immersion in warm water at 45 C. Hyper- 
ventilation was continued except during the period 
of total arrest. Fourteen dogs survived the experi- 
ment on being rewarmed. Of the seven with com- 


showed a progres- 


without any pointing to hepatic insuffi- 
ciency, were subjected to liver function tests and 
if these showed a disturbed liver function, a diag- 
nosis of cirrhosis was made. A patient with clinical 
features of hepatic insufficiency, an enlarged 
spleen, ascites, and with or without an enlarged 
irregular liver was given a diagnosis of cirrhosis. 
Of these cases, 73% occurred in the age group of 
20 to 49 years, the maximum incidence being in the 
fourth decade; 80.5% were men and 19.5% were 
women. About 90% came from the low income 
groups; 7% gave a history of infective hepatitis; 
and 21% were alcoholic. Swelling of the abdomen 
and edema of the legs were the commonest com- 
plaints for which patients sought medical advice. 
The blood pressures were within the normal range. 
Estimations of blood proteins gave low values for 
total blood protein and albumin while globulin was 
increased and the albumin-globulin ratio was de- 


not merely at the eye but must also seek the en- 
vironmental, cultural, and personal habits that pre- 
disposed the patient to trachoma or any other eye 


Association of Medical Women.—Inaugurating the 
Golden Jubilee Session of the Association of Medi- 
cal Women in December in Bombay, the Minister 
for Health stated that the government is consider- 
ing the formation of a Central Health Cadre and 


pecial need in such fields as school 
among women and 


port of the World 


unity 
ld of maternal and child health a community 
health program is needed in which the mother and 
child are given special attention. Where malnutri- 


Po FOREIGN LETTERS 1075 
creased. Leukocyte counts were within normal 
range. About 93.5% had hemoglobin values below 
70%. Stools from 56% of the patients contained 
parasites. Bronchitis complicated 18.5%; pyelone- 

plete cardiac arrest, four survived with resumption phritis 15%; and tuberculosis 1.5% of the cases. 

of normal cardiac activity on rewarming. No thora- Thus, in this series, cirrhosis of the liver was seen 

cotomy or cardiotomy was performed. During cool- to occur in an earlier age group than in the western ‘ 

ing the fall in body temperature was uniformly countries. Nearly all cirrhotic patients suffered from ° 

rapid down to 20 C which was reached in an hour. protein deficiency and, except for infective hepatitis 

Further reduction in temperature became progres- and alcoholism which together accounted for 28% 

sively slower and sometimes took four to seven of the patients, nutritional deficiency, primary or 

hours. secondary to tropical diseases, was the chief factor 

diographic tacin:s in the production of the cirrhosis. Most of the pa- 

in conduction of the impulse through tients either missed the early symptoms of hepatic 

e so during repolarization than de- insufficiency such as nausea, anorexia, and flatulence 

arizauon. Major conduction blocks were not or did not have them and came for treatment at a 

frequent nor were ectopic beats. Ventricular fibril- later stage when ascites or edema had already ap- 

lation was not observed in this series, but ventricu- peared. The high incidence in the low-income group 

lar or nodal rhythms at temperatures below 18 C is related to deficiency of protein in the diet, while 

were common. Auricular standstill often developed secondary nutritional deficiency resulting from trop- 

at this stage. The absence of ventricular fibrillation ical diseases, loose stools, and intestinal parasites 
may be due to continuous hyperventilation and the was also commonly seen in this series. 

absence of surgical or mechanical insult to the 

heart or great vessels. Certain general changes were Trachoma.—Speaking at the National Seminar on 

noticed after recovery as a sequel to the deep hypo- Communicable Eye Diseases, Dr. C. G. Pandit. 

thermia. There was a general loss of hair and the Director of the Indian Council of Medical Research, 
hair took weeks to reappear, that on the shaven said that trachoma is the greatest single cause of 
parts being affected most. The animals lost 3 to blindness in India. He stressed the need for a mass 
56 7 kg. in the first two or three postoperative weeks. control program. Dr. M. Radovanovic, World 
8 This may have been due to the severe stress of the Health Organization senior adviser to the Trachoma 
hypothermic process and the consequent negative Pilot Project, said that an ophthalmologist when 
nitrogen balance. presented with a patient with trachoma must look 

Hepatic Cirrhosis.—M. N. Bhattacharya ( Antiseptic, 

vol. 55, January, 1958) studied 200 cases of cir- 

rhosis of the liver in the Assam Medical College infection. 

Hospitals. The diagnosis was based mainly on clin- 

ical features and liver function tests. Patients with 

clinical manifestations of hepatic insufficiency, with 

an enlarged liver but without a palpable spleen, 
hoped that women with necessary training and ex- 
perience would be available for inclusion in this 
central service when it came into existence. He 
suggested that the younger members of the asso- 
ciation should venture into various fields of medi- 
cine and assured the organization of the govern- 
ment’s fullest support. He said that medical women 
can fill a s 
health, fami 
berculosis w 


THA 


(Nordisk medicin, Dec. 19, 1957) said that only a 
few years ago it was rare for primary lung cancer 
to occur in tuberculous lungs but in 1954 he had 
observed 10 such cases. He has now made a special 


myocardial infarction in Ashkenazi Jews and the tain textbooks teach that glass blowers and players 
rarity in Oriental Jews was thus confirmed. of wind instruments are prone to emphysema. 
Hiaivermark and Lundgren ( Svenska lakartidningen, 
Dec. 13, 1957) addressed a questionnaire to 465 
SWEDEN musicians with regard to 
d on exertion, and weight. Answers were 
Lung Cancer and Tuberculosis.—Dr. A. Westergren naar bead 364 (75%). These included 187 blow- 
ers of various musical instruments and 159 who had 
given up using wind instruments. The average age 
of the blowers was 35 years and the average dura- 
tion of their musical careers was 18 years. The aver- 
study of the 100 patients with primary lung cancer age age of the nonblowers was 38 years. Dyspnea 
coming to his hospital since 1944. In 33 of these the was, if anything, less common among the blowers 


3 


tions. In another series of tests, 14 musicians using 
wind instruments and 16 glass blowers from two 
glass-blowing industries were subjected to various 
clinical examinations. included roentgeno- 
grams of the chest and spirometric and exercise 
tests. Here, again, no support could be found for 
the that emphysema can be provoked by 
the above-mentioned occupations. 


Fog and Bronchitis.—Waller and Lawther (Brit. 
M. J. 2:1473, 1957) observed a group of 180 pa- 
tients with chronic bronchitis and emphysema liv- 


and emphysema, who were attending a special 


: 
j 


rexia, of lymph glands, and spleno- 
megaly. A blood culture yielded Br. suis and agglu- 
tination tests were positive at a dilution of 1:1,280. 
The infection responded to There 
were cows on the farm and the patient drank un- 
heated milk from them. If infection of livestock by 


EF 


LEF 
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dyspnea was about the same for the blowers as for up by the investigators. Daily measurements were 
workers of the same age in various other occupa- made of smoke and sulfur dioxide in the air of 

central London. A close correlation was observed 
between the exacerbations of bronchitis and the 
amount of smoke in the air. In general, the patient's 
condition began to deteriorate as soon as the con- 
centration of smoke rose and when visibility was 
reduced. The patients took several days to recover 
after an attack. The concentration of sulfur dioxide 
was ight to be partly responsi or effects 
Psychogenic Rheumatism.—Dr. G. Edstrém, ( Nor- observed on the patients. 
Brucellosis.—Williams and co-workers reported the 
first case of human infection by Brucella suis (Amer- 
ican type) in the British Isles (Lancet 2:1208, 1957). 
The patient, a boy of four, contracted the infection 
questioned as to the possibility of some psychic = 
stress or conflict. In such patients barbiturates or 
scopolamine with caffeine are apt to be disappoint- 
ing, whereas modern tranquilizers may give relief. 
Edstrém does not believe, however, that psycho- 
genic rheumatism is as common as some, Tegner 
for example, have suggested. 
Spontaneous Dr. S. 
(Svenska lakartidningen, Jan. 10, 1958) reported a health might be serious. | 
series of 44 patients with spontaneous pneumo- V 1 
thorax. With four possible exceptions, there was / 195: 
no evidence of tuberculosis in these patients whose 
ages ranged from 11 to 64 years. Only seven were 
women, and only in five could a history of straining 
account for the pneumothorax. Of the 34 patients symptom is locomotor ataxia, followed about a 
undergoing a thoracoscopic examination, 17 showed month later by tremor, aggravated by excitement or 
signs of emphysema. The thoracoscopic findings were —_—_ fatigue, affecting the trunk, head, and extremities. 
obscure or frankly negative in seven. While 12 pa- Most patients manage to walk with a cane for one 
tients received conservative treatment only, the rest or two months and thereafter become sedentary. 
were treated by continuous aspiration supplemented After some months, unable to sit up, the sufferer 
in some by the injection of a 5% solution of silver develops urinary and fecal incontinence, decubitus 
nitrate or a 1% solution of chlortetracycline with a ulcers, strabismus, and dysarthria and dies three to 
view to promoting adhesions. A 2% solution of six months later. The mind is not impaired, al- 
chlortetracycline produced shock. Bergkvist em- —_ though quite early the patient becomes overemo- 
Phasized the importance of discriminating in the tional, excessive laughter alternating with depres- 
choice of treatment for a condition that usually ends sion. Towards the end the patient becomes with- 
in spontaneous recovery, since the literature indi- drawn and develops a Parkinson-like facies. The 
cates that in 70% the lesion did not recur. It is only main physical signs are a positive Romberg’s sign, 
under special conditions that treatment designed to dysarthria, dysphasia, and incoordination. There is 
provoke adhesions should be used. no pyrexia, loss of weight (until the patient is un- 
able to feed himself), and the blood, spinal fluid, 
and urine appear normal. At autopsy there is wide- 
UNITED KINGDOM spread neuronal degeneration, particularly in the 
cerebellum and extrapyramidal system, with lesser 
destruction of nerve cells and neuronophagia in 
the anterior horn cells, inferior olives, and thala- 
mus. No treatment appears to be effective. The 
disease has only been observed among the Fore 
tribe in a limited area of the eastern highlands of 
Mic at 0. MOspital, recorded (Weir New Guinea. This tribe numbers 16,000 and about 
own assessment of their pulmonary condition every 1% are affected. Kuru does not prevent or termi- 
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. guest editorial by 
(J. A. M. A. 166:160 [Jan. 11] 1958) cites data 

“suggest that immunization with poliomyelitis vac- 
cine be started in infants as young as six weeks of 


with poliomyelitis vaccine should now be 
routine for all children I would like to suggest its 
incorporation into accepted immunization sched- 
ules. This has several advantages, not the least of 
which is the avoidance of disruption of the present 
generally accepted schedule which begins at three 
months. A suggested addition of poliomyelitis vac- 
cine to a recommended schedule follows (at pres- 
ent the DPT and poliomyelitis vaccine are given 
at the same time but by use of different sites and 
different They are effective if mixed, but 


ent holds forth on medical postage stamps, stating 


by Russia in 1949, the centenary of Pavlov’s birth. 


They in denominations of 40 kopecks and one 
ruble, and are duly listed in Scott's Standard Cat- 
alogue of Stamps, as Russian stamps 1390 
and 1391. 
Prof. NaTHaANieL KLerrMaN 
Department of Physiology 
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CORRESPONDENCE 
IMMUNIZATION OF INFANTS WITH come rare. There is another very good reason for 
POLIOMYELITIS VACCINE incorporating poliomyelitis immunization into the 
To the Editor:—I to comment on the will 
routine immunization of children with poliomyelitis ruple vaccine (DPT plus poliomyelitis vaccine) 
We have such a quadruple vaccine on trial at 
present (Quadrigen ). 
E. H. Watson, M.D. 
age.” Also, the editorial quotes the American Acad- Department of Pediatrics and 
emy of Pediatrics committee on control of infectious Communicable Diseases 
diseases as follows: “It seems reasonable to begin University of Michigan 
primary immunization (against poliomyelitis) as Ann Arbor, Mich. 
early as the second month of life.” Since immuniza- 
ROUTINE USE OF CATHARTICS 
To the Editor:—I should like to comment on the 
article “Current Status of Therapy of Infectious 
Hepatitis” which appeared in the Nov. 30, 1957, 
issue of Tue Jounna, page 1696. It is not uncom- 
mon these days to see parallel articles on the treat- 
ment of infectious hepatitis where experts disagree 
on some fundamentals. This article presents one 
56 statement that probably would not be supported 
3 by most modern physicians. I refer to the following 
as a rule it is best to use mixtures of antigens pre- ner 
pared by pharmaceutical manufacturers because and by cleansing enemes.” There is no good evi- 
of the possibility of incom patibilities between , to support the need for daily or near daily 
certain and adsorptive agents used by the stools in this or any other patient, with the possible 
ception ving organic intestinal disease 
and tetanus toxoids and pertussis vaccine com- that t ends tow ard fecal impaction or those u nder- 
bined (DPT) plus poliomyelitis vaccine; 4th month, going medication that will do the same. The aver- 
DPT; 5th month, DPT plus poliomyelitis vaccine; tient with infectious hepatitis falls in neither 
6th month, smallpox vaccination (anytime lst year); 
12th month, DPT plus poliomyelitis vaccine; 24th — Perer Fisuer. MD 
month, poliomyelitis vaccine; 36th month, DPT 500 Wall St. er 
plus poliomyelitis vaccine; 60th month, DPT plus Seattle 1. 
poliomyelitis vaccine, repeat smallpox vaccination. 
(Re: 36th and 60th months: At present a schedule 
for booster injections of poliomyelitis vaccine cannot AD 
be given. It does appear that booster injections To the Editor:—In the Jan. 4, 1958, issue of Tue 
will be indicated. ) JournaL (page 78), is a foreign letter from the 
By simply adding poliomyelitis vaccine at the United Kingdom in which the unnamed correspond- 
3rd, 5th, and 12th month as indicated, immuniza- ee 
tion against diphtheria, pertussis, tetanus, and that, although Benjamin Franklin “is portrayed on a 
poliomyelitis will be achieved simultaneously Russian stamp issued in 1956,” “Pavlov has not been 
without inconvenience or extra expense to the par- pictured on any Russian Stamp.” That statement is 
ents. We have had such a schedule in effect in our poorest. two stamps showing Pavlow were issued 
well-baby clinics ever since poliomyelitis vaccine 
supplies permitted. There is no good reason to dis- 
rupt the present schedule by beginning poliomye- 
litis immunization before 3 months of age. 
The optimum schedule for fourth and subsequent 
(booster) injections of poliomyelitis vaccine has 
not been established, but it seems very likely that 
boosters will be needed, particularly if the disease University of Chicago 
is controlled so well that subclinical infections be- Chicago 37. 
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Vi 
195 
at suitable points for audience discussion. It is rec- 
ommended for physicians to help them recognize 
peal to nurses, to many nonprofessional groups, and and care for the emotionally disturbed patient. 
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Management of Peptic Ulcer with Unrestricted Diet 
Therapeutic 


L. A. Rosenblum. Am. J. 
(Nov.) 1957 [New York]. 


Restricted ulcer diets interfere with 
and delay the healing of ulcers, in addition to pro- 
ducing vitamin and protein deficiencies. This paper 
presents the results of a 2-fold investigation: (1) 


of healing was obtained in 97% of the 145 patients. 
The quaternary salts of scopolamine exert a potent 
and prolonged anticholinergic effect when given 

doses are minimal 


mendous psychological benefit. The patient is per- 
mitted to live and eat as a normal individual, 
without interference with his occupation (which 
would introduce an element of insecurity); this is a 
potent force in the treatment of what probably is 
basically a psychosomatic disease. 


Results of an Investigation on the Heredity of Dia- 
betes Mellitus. M. Lamy, J. Frézal and J. de 
‘ . étud. clin. et biol. 2:907-919 
(Nov.) 1957 (In French) [Paris]. 


The authors report on 501 patients between less 
than 1 and more than 70 years of age with diabetes 
mellitus and on the families of these patients. 
Eighty-three of the 218 male patients were under 
30 years of age, and 135 were over 30 years of age. 
Ninety of the 283 female patients were under 30 
years of age, and 193 were over 30 years of age. 
The incidence of the disease was about the same 
in boys as in girls, but among the adult patients 
men were outnumbered by women, particularly 
among those between the ages of 40 and 59 years. 
No correlation was observed between the maternal 


1, 


2 


i 


gradi and D. E. Johnson. 
703-713 (Nov.) 1957 [Baltimore]. 


> meth- 
od visualized the ulcer crater in 83 patients and 
failed to do so in the remaining 17 patients. A 
correct diagnosis was made in 73, an incorrect one 
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incidence was the same for primary 
The familial incidence was the same for primary 
ee Gastroenterol. 28:507-517 diabetes, i. e., diabetes detected unexpectedly, and 
for secondary diabetes, i. ¢., that preceded by an 
endocrinopathy, particularly a thyroid disorder, 
pregnancy, trauma, infection, and an emotional 
upset. Thirty-one fathers and 35 mothers of the 
the antiulcer effectiveness of a more rational ther- 
apeutic combination of antacids, anticholinergic 
agent, and vitamin C, and (2) the use of this prep- 
aration without dietary restrictions in the treatment 
of patients with ulcers. The antacid-antispasmodic 
mg. of aluminum hydroxide, 50 mg. of magnesium 
oxide, 2 mg. of scopolamine methylbromide or 
methylnitrate, and 10 mg. of ascorbic acid. This with d 
tablet and a normal, unrestricted diet was given to yan 
145 patients in whom peptic ulcer had been diag- sh tin 
nosed clinically and roentgenologically. All but 3 8 (25 
received ambulatory treatment, being permitted ol ids 
to continue their usual occupations. The 3 ex- od 
ceptions were hospitalized for hemorrhage and thu 
the usual until bleeding 
ad ceased. vy were t permitted an un- 
restricted diet and given the antacid-antispasmodic 
tablet. Treatment was continued for 4 to 20 months. 
Relief of symptoms and roentgenologic evidence oman 
diabetes in parents 
relatives, and 
(3) increased incidence of diabetes in siblings if 1 
ition of vitamin C is desirable. The fact pr y 
that with the use of the described medication relief ~*~ gotes 
of symptoms and healing of peptic ulcer can be zene which would determine in homozygotes a 
vanced age. 
An Evaluation of Radiology and Gastroscopy in 
the Differential Diagnosis of : E. 
33: 
This study comprises a series of 100 consecutive 
patients with gastric ulcers (admitted to the Long 
Beach Veterans Administration Hospital) in whom 
both radiologic and gastroscopic examinations were 
performed. Of these patients 65 were subjected to 
surgery, and pathologic verification of the nature 
of the gastric ulcer was thus obtained; 35 cases 
were treated medically, with complete healing of 
the lesion being observed in almost all instances by 
both radiologic and gastroscopic control. Ninety- 
seven of the patients had benign ulcers, 2 had 
ulcerating lymphomas (Hodgkin's disease), and 1 


by hemorrhagic diathesis, varices, cancer, or other 
causes. Of 96 selected patients, 45 admitted having 
taken salicylates for varying periods before ad- 
mittance and immediately before the onset of 
bleeding. These 45 patients (37 men and 8 women) 
were compared with 51 patients (37 men and 14 
women) who had not taken salicylates. Age dis- 
tribution was approximately the same in the 2 

tients (51 men and 33 women) who were treated at 


oentgenologic investigation 
conditions in 20 of 45 persons 
cylates, as compared with 14 of 51 who had re- 
ceived none prior to the occurrence of the bleed- 
ing. Seven (19%) of 31 patients with ulcer but no 
bleeding had taken salicylates prior to 
admission; these comprised group 1. Twenty-four 
(37%) of 62 patients with hematemesis or melena 

by roentgenoscopy had taken salicylates 

immediately before the bleeding occurred; these 
comprised group 2. Nineteen (56%) of 34 patients 
with hematemesis or melena not proved by roent- 
genoscopy had taken salicylates immediately be- 
fore the bleeding episode; these comprised group 
3. The differences between groups 1 and 3 ol 
between groups 1 and 2 are statistically significant. 
These figures show that the taking of salicylates is 
a significant factor in provoking gastric hemorrhage. 
This seems to be particularly true in cases of elder- 


plex of oxy- 
bee with haptoglobin is relatively stable. 


Experimental work carried out by other workers 
on dogs and on man has established that when the 
concentration of hemoglobin in the plasma is below 
a threshold level no hemoglobin can be detected 


Department 

Phage Type 90. E. H. Thaysen, K. R. Eriksen and 
E. Rosendal. Ugesk. lager 119:1381-1388 (Oct. 24) 
1957 (In Danish) [ 


Vascular Changes in Acute Attack of Gout: Favor- 
able Influence of Their Modification. C. June- 
mann B., R. Dominguez A., R. Barrios and others. 
Rev. méd. Chile 85:355-371 (July) 1957 (In Spanish) 
[Santiago]. 


An acute attack of gout is caused by the ab- 
normal dilatation of the precapillary arteriovenous 
anastomoses, with consequent dilatation and en- 
gorgement of the local veins. The selective location 
of pain in the joint of the big toe during the acute 
attack depends on the large number of precapillary 
arteriovenous anastomoses in that region and on 
the frequency with which the anastomoses become 
dilated in the course of gout. Pain appears at first 
in the limb in which the vasomotor disorder is 
more marked. Hydergine (a mixture of the three 
dihydroergocristine, dihydroergokryptine) con- 
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in the urine. Various concepts have been proposed 
for the explanation of the renal threshold. The au- 
thors suggest an alternative explanation, i. e., that 
the haptohemoglobin complex probably does not 
pass into the glomerular filtrate, which free oxy- 
hemoglobin does readily. Hence, hemoglobinuria is 
observed only when the level of oxyhemoglobin in 
the plasma exceeds the combining power of the 
haptoglobins. No haptoglobins could be demon- 
strated in the serums of 4 of the 5 patients with 

the same time for nonbleeding gastric or duodenal paroxysmal nocturnal hemoglobinuria and in 2 of 

ulcer. the 3 patients with cold hemoglobinuria. The con- 
centration of haptoglobin was considerably below 
half the normal value in 1 patient with march 
hemoglobinuria. It is concluded that the suscepti- 
bility of these persons to hemoglobinuria is related 
to the low level or absence of haptoglobins in 
the plasma. 

Cutaneous Staphylococcus Infections in Medical 
Investigations on cutaneous Staphylococcus infec- 

tions in patients and nursing personnel in a med- 

ical department were carried out for over 2 years, 

beginning in the spring of 1954 during an epidemic Vie 

of furuncles and abscesses among the patients. 195§ 

Most of the infections were caused by phage type 

ly patients who have been taking salicylates over 

a considerable length of time. fections occurred mainly in elderly, bed-ridden 

= , women patients and were a ently transmitted 

The Binding of Haemoglobin by Plasma Proteins through contact with aiutel tenia and carriers 

(Haptoglobins): Its Bearing on the “Renal Thresh- the personnel. Type determinations of the 

old” for H Jobin and the Aeti of H among per: mel. Type determina ms of th 

lobi = emogiobin etiology Rees. Brit staphylococci is an essential part in systematic 

M. J eee - study of the incidence of Staphylococcus infections 

in hospital wards. 

The authors studied specimens of serum from 12 

normal persons and from 9 patients with hemo- 

globinuria. Results confirmed previous findings by 

other workers that proteins (haptoglobins) exist in 

human plasma and combine specifically with oxy- 

hemoglobin when the concentration of the latter 

is up to about 135 mg. per 100 cc. Four distinct 

haptoglobins, occurring in 3 common and a num- 

ber of rare combinations, again were distinguished 

When - concentration of oxyhemoglobin in serum 

or plasma exceeds the combining power of the 

haptoglobins, however, the uncombined oxyhemo- 

globin is rapidly broken down, with the formation 

of methemalbumin. 
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195 


vi 


and Allied Diseases in New York since 1947. 
it had been hoped that this method could be used 
in a larger number of patients each year, several 
factors limited the group in which the extended 
could be performed to about 20% of 


ii 


nodes had become involved despite the fact that 

was limited to the fundus survived 5 years. 
This fact emphasizes the importance of the path- 
way of phatic spread via pelvic nodes when 
the lesion is present in the fundus alone, as well 
as w it involves isthmus or endocervix. It is 
noteworthy that of the 13 patients 7 had metastases 
involving hypogastric nodes and in 5 patients para- 

contained metastases 


tients who were followed up for 5 
di- 
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nosis for patients with lymphangiosarcoma is grave. gastroenterostomy were obtained with the Billroth 
Most patients died of pulmonary metastasis within 2 type of gastric resection. When the gastrojejunal 
1 year, and no therapeutic procedure proved satis- ulcer developed after an adequate gastric resection 
factory. Four patients survived 3 or more years. had been done, vagotomy gave the best results. In 
Two patients had received radiation therapy only, 1955, partial gastrectomy was used for approxi- 
and 2 patients had undergone interscapulothoracic mately 90% of the patients operated on for chronic 
amputation. It is suggested that irradiation be given recurring duodenal ulcer at the Mayo Clinic; gas- 
as the initial therapy since lymphangiosarcoma is troenterostomy was used for 5% and gastroenteros- 
radiosensitive in certain patients. Interscapulo- tomy with vagotomy for 5%. 
thoracic amputation can be considered if no favor- 
able response is obtained within a relatively short Radical Panhysterectomy and Pelvic Node Excision 
time after institution of radiation therapy. for Carcinoma of the Corpus Uteri. A. E. Schwartz 
and A. Brunschwig. Surg. Gynec. & Obst. 105:675- 
A Five- to Ten-Year Follow-Up Study of the Bill- 680 (Dec.) 1957 [Chicago]. 
Duodenal Gastric und ad The policy of radical hysterectomy and of pelvic 
Catrecstereteny ett, ¥ in the Treat- node dissection has been followed on the Gyneco- 
y agotomy reat 
ment of Duodenal Ulcer. W. Walters, T. E. Lynn logical Service of the Memorial Center for Cancer 
and J. E. Mobley. Gastroenterology 33:685-690 
(Nov.) 1957 [Baltimore]. 
The essential difference between the Billroth 1 
and Billroth 2 types of partial gastrectomy, some- 
times referred to as gastric resection, is the anasto- 
mosis. In the Billroth 2 procedure or its modifica- 
tions, the end of the duodenum is closed and the 
proximal portion of the stomach is anastomosed to a cervical stump for EE 96 
56 the jejunum, usually about 4 or 5 in. from the liga- patients. The surgical and hospital mortality was 
8 ment of Treitz. After this operation, bile and 2%. The incidence of 
pancreatic and duodenal secretion seep up through 
the anastomosis into the gastric segment of stomach 
before passing down the distal loop of jejunum. In 
this way they assist in the neutralization of the acid 
gastric secretion from the remaining segment of 
stomach. In the Billroth 1 operation, the proximal 
end of the resected stomach is anastomosed to the endometrial carcinoma involves the isthmus or 
end of the duodenum and little alkaline duodenal, endocervix, it is more likely to spread to pelvic 
pancreatic, or biliary secretion seeps into the stom- lymph nodes, because the cancer has entered the 
ach. At the Mayo Clinic a 5-year to 10-year follow- lymphatic drainage of the cervix, than if the lesion 
up study was made on patients with duodenal is situated in the fundus. 
ulcer in whom gastric resections of Billroth 1 and The location of the lesion and depth of myo- 
Billroth 2 types or vagotomy plus gastroentcrostomy metrial invasion of the 13 patients with positive 
was performed. pelvic nodes support this contention. In 11 patients 
The best results were obtained with the Billroth the lesion had extended to the isthmus or endo- 
2 operation. In the group of patients who under- cervix. One of the 2 patients in whom the pelvic 
went this operation, the incidence of excellent and 
good functional results was highest, the incidence 
of ulcer recurrence was lowest, and the incidence 
of dumping or nutritional disturbances was no 
greater than in the group treated by vagotomy and 
gastroenterostomy. The mortality rate was approxi- 
mately the same in all 3 series (1.2-2%). In the 
patients with gastric ulcer and in the series in 
which gastrojejunal ulcer had developed after gas- 
troenterostomy, the Billroth 2 operation also gave 
the highest incidence of good and excellent func- years or mor 
tional results and the lowest recurrence of ulcer. vided into groups according to the location of the 
In a previous study of gastrojejunal ulcers, Walters, lesion within the uterus. Of 14 patients whose 
Chance, and Berkson showed that the best results lesion was located in the fundus of the uterus, 12 
in cases of gastrojejunal ulcer developing after survived 5 years or more. Of 12 patients in whom 


deep myometrial . The 
realize that pelvic node dissection constitutes an 
operation, which 


it 
irs 


i 


With Extrahepatic Biliary Tract Diseases. J. R. 
Babcock and R. C. Eyerly. Surg. Gynec. & Obst. 
105:711-716 (Dec.) 1957 [Chicago]. 


A total of 1,055 patients with extrahepatic biliary 
d 


performed 
the period of study, 1948-1952 inclusive. Choledo- 
chostomy was performed on 24% of the patients 


subjected to ectomy, calculi being found 


sis. The mortality rate was 5 times as high after 
acute cholecystitis with cholelithiasis than after 
chronic cholecystitis with cholelithiasis. Associated 
cardiac disease in aged patients contributed grea 
to the mortality rate, especially in patients 
acute gallbladder disease. Secondary operations on 
the common duct were not as frequent as reported 
from many other clinics. There were no deaths 
after operations in this group. The results were 
good in all patients operated on for retained stones 
or stenosis of the sphincter of Oddi. The condition 


common duct was improved, remaining pa- 
tients have recurrent symptoms which are 
treated conservatively. 

The over-all mortality was 3.4%. The 


suffering 
from malignant disease of the biliary tract. The 


generalized 
ing or oozing in 15 of 78 patients who were under- 
going extensive surgery for malignant neoplasm. 
Blood clotting factors and fibrinolysis were studied 


count below 100,000 per cubic millimeter. Plasma 


i 


sir: 


curred more frequently in patients in whom oozing 


_ was seen. Values below 50% of normal were ob- 


1094 MEDICAL LITERATURE ABSTRACTS J.A.M.A., March 1, 1958 
carcinoma was present in the fundus but involved most frequent cause of death in this group was 
isthmus or endocervix as well, only 5 survived 5 metastatic disease and hepatic failure. Deaths were 
years or more. The authors gained the impression relatively twice as frequent in men as in women. 
that the location of the lesion per se is not the most Cardiac arrest was the cause of death in 3 patients, 
significant factor but rather the depth of myo- but it is regarded as incidental in these patients 
metrial invasion. Thus, the poorer prognosis in the and not peculiar to gallbladder disease. This re- 
group in which a lesion in the fundus had spread view revealed that the majority of patients with 
to isthmus and endocervix was also associated with biliary tract disease are over 50 years of age, that 
a _ more advanced lesion. as evidenced by a high most postoperative deaths occur in patients over 
5O years of age, and that the mortality can be 
greatly reduced by earlier diagnosis and by more 
prompt surgical eradication of the disease. 
Generalized Excessive Oozing in Patients Under- 
going Major Surgery and Receiving Multiple Blood 
Transfusions. M. B. Zucker, M. Siegel, E. E. Cliffton 
and others. J. Lab. & Clin. Med. 50:849-861 (Dec.) 
should be performed for a malignant lesion. surgical intervention. Oozing could not be ascribed 
4 Five Year Survev of 1.055 C tive Patients to massive blood replacement, and in none of the 
, : . patients in whom oozing occurred was the platelet 
v1 
the 
ee euglobulin fraction was found during or shortly 
tr: after surgery in 9 of the 15 patients. Active whole 
2% of the total admissions to 2 hospitals during 
that time. Of the 1,055 patients, 768 (72.8%) were 
operated on. The 768 operations represent 8% of 
in whom oozing was found, 2 of whom were under- 
ne going hepatic lobectomy. Decreases in prothrombin 
in 55% of them. Exploration of the common duct and factor 7 concentrations during surgical inter- 
did not cause more deaths than cholecystectomy in vention occurred with equal frequency among pa- 
patients with chronic cholecystitis and cholelithia- tients in whom oozing occurred and among those 
in whom it did not, but decreases in factor 5 oc- 
tomy. All but 1 of 14 patients with oozing for whom 
adequate data were obtainable showed a change in 
at least 1 of the factors measured. Three had poor 
prothrombin consumption before surgery, 3 had 
prothrombin or factor 5 concentrations below 70 
per 100 cc., and the remaining 7 had fibrinolytic 
activity and in addition some other change. The 
correlation between oozing and the occurrence of 
multiple changes was statistically significant. 

It is difficult to assess therapeutic measures be- 
cause both lysis and oozing may cease without 
treatment. Lyophilized fresh (antihemophilic) 

tested ad very high ne 
samples tested had very high antifibrinolytic ac- 
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tivity. It also contains prothrombin, factor 7, and 
in approximately normal concentration, 


Further Results of New Methods of Treatment for 
Parkinsonism. F. Giberti, G. Gianniotti and S. Spiz- 
zirri. Gazz. med. ital. 116:404-407 (Sept.) 1957 (In 
Italian) (Turin, Italy]. 


Worsening of symptoms occurred in a patient with 
a choreiform 

The authors began treatment with daily dosages 
of 1.25 mg. of regular Compound 10870, 0.25 mg. 
of reserpine, 2.50 mg. of Ritalin, and 3.75 mg. of 
long-acting Compound 10870, administered in di- 
vided doses of 3 to 6 a day. The dosages were grad- 
ually increased every 2-5 days until the following 
maximum tolerance to the drugs was reached: 30 
mg. of regular Compound 10870, 6 mg. of reserpine, 
35 mg. of Ritalin, and 37.5 mg. of long-acting Com- 
pound 10870. The treatment was discontinued in a 
few patients after 20 to 30 days. Relief of 1 or more 
symptoms was observed in 36 patients and no 
relief of symptoms in 28. The greatest relief of 
symptoms in descending order of frequency and 
intensity was as follows: hypertonia (40 of 63 cases), 
tremor (33 of 60 cases), vegetative and psychic dis- 
turbances, and speech impairment. Patients with 
Parkinson's disease derived greater benefit from 
the drug than those with postencephalitic Parkin- 
sonism. Compound 10870 was well tolerated. Minor 
side-effects were observed in a few patients: 5 
complained of dryness of the mouth, 3 of tem- 
SS 3 of mental confusion, and 2 of 

vision. 


few moments , from his chair with 
his eyes shut and picked up a piece of bread from 
the table, put it in his mouth, took it out, and then 
had a fit, all limbs convulsing, and became uncon- 
scious. He was hospitalized at 7 p. m. and later 
vomited. In the course of the following 2 days he 
had a series of epileptic attacks followed by deep- 
ening unconsciousness and death. 

During one of the more severe attacks amount- 
ing to status epilepticus, there was evidence of em- 


convulsions remains ’ a similar case is 
recorded in the literature 
Kuru: Clinical Study of a New Resem- 


Highlands of Australian New Guinea. V. Zigas and 
D. C. Gajdusek. M. J. Australia 2:745-754 (Nov. 23) 
1957 [Sydney]. 


io 
new illness resembling paralysis agitans or Park- 
insonism and apparently belonging to the group 
of chronic progressive heredofamilial degenerative 
disorders of the central nervous system. The pa- 
tients were natives of the Fore linguistic and cul- 
tural group in the Eastern Highlands of New 
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tothe Head. JM. Srall 
sions After a Trivial Injury to the Head. J. M. Small 
but there is a subnormal concentration of factor 5. and A. L. Woolf. J. Neurol. Neurosurg. & Psychiat. 
Fresh whole blood collected in plastic bags is 20:293-301 (Nov.) 1957 [London]. 
recommended when thrombocytopenia is present, 
and fibrinogen (fraction 1) should be given when ~ susceptibility 
severe hypofibrinogenemia occurs. age 
history of a 13-year 
OLOG CHIA cricket game, was 
Sixty-four patients with extrapyramidal syn- 
drome, of whom 13 had Parkinson's disease, 46 
postencephalitic Parkinsonism, and 5 other extra- 
pyramidal syndromes, were treated for 60 days 
with a new Compound 10870, whose chemical 
formula is 3-phenyl-3 (8-diethylaminoethyl)-2-6- 
dioxypiperidino-hydrochloride. The patients were 
divided into 4 groups. The Ist group received reg- 
ular Compound 10870 alone, the 2nd groupelong- 
acting Compound 10870, the 3rd group Compound 
10870 combined with reserpine, and the 4th group 
Compound 10870 combined with reserpine and 
Ritalin (methylphenidate hydrochloride). Regular 
¢ Compound 10870 was most effective in improving 
hypertonia and tremor. Long-acting Compound 
10870 improved the vegetative symptoms: hyper- 
salivation, seborrhea, and hyperidrosis. The com- _ barrassed respiratory function and accumulation 
bined treatment with Compound 10870 and reser- of bronchial secretions. Neurosurgical investigation 
pine or Ritalin afforded no benefit to the patients. and subsequent postmortem examination showed 
that there was no intracranial hemorrhage or other 
naked-eye findings to explain the deepening un- 
consciousness. Histological examination of the brain 
showed widespread, though asymmetrical, cerebral 
degeneration typical of anoxia. It is pointed out 
that epileptic convulsions, whether traumatic or 
otherwise, may cause anoxic damage to the brain. 
The role of respiratory embarrassment during status 
epilepticus in producing this anoxia is stressed. The 
connection between the trivial head injury and the 
bling Paralysis Agitans in Natives of the Eastern 
The authors report clinical, pathological, and 


~ 


V 16 
1958 


in endogenous 
hypothymic forms of schizophrenia. They exerted 
a favorable effect on excitation, agitation, and im- 
but also in- 


women between 49 and 63 years of age with mam- 


Combined Immunization Against Diphtheria and 
Whooping in Infants Aged 2-5 Months. 
G. Bousfield. Brit. M. J. 2:1216-1217 (Nov. 23) 1957 
[London]. 


It has previously been observed that immuniza- 
tion against diphtheria and whooping cough would 
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hypertonic type with a fairly specific linguo- since the responding neoplasms were not de- 
masticatory and cervical localization, and they pendent on hormones but were of undifferentiated 
were associated with a condition of psychomotor types which have been hitherto refractory to in- 
hypersuggestibility, causing them to be considered hibitory influences. In all the patients there were 
as “hysteroid.” Oculogyric crises similar to those temporary decreases in the levels of circulating 
which occur in patients with epidemic encephalitis hemoglobin and serum proteins during the admin- 
were also noted. These observations provide sup- istration of 3-methylcholanthrene. These proteins 
plementary data for explaining the neurophysiolog- increased in amount after the cessation of admin- 
ical mechanism of action of reserpine, chlorproma- istration of the compound. It must be emphasized 
zine, and proclorperazine, and they also offer new that the administration of 3-methylcholanthrene to 
therapeutic views. It seems possible that the excito- human beings is potentially dangerous, since the 
motor manifestations, which in addition to the compound may give rise to new neoplasms; but a 
extrapyramidal symptoms are elicited by these carcinogenic effect was not observed in the pa- 
drugs, particularly those manifestations which are tients in the brief period of 9 months. 
of crisis type, may yield therapeutic results which 
differ from the essentially sedative effects which Treatment and Prognosis in Cancer of the Ovary 
up to now have been expected from these sub- with a Review of a New Series of 143 Cases 
stances in the field of neuropsychiatry. Chlor- Treated in the Years 1944-1951. E. W. Munnell, 
promazine should be given first a trial in patients H. W. Jacox and H. C. Taylor. Am. J. Obst. & 
with schizophrenia with catatonic excitement; Gynec. 74:1187-1200 (Dec.) 1957 [St. Louis]. 
reserpine or any other drug which may elicite ex- , 
citomotor manifestations should be preferred in In 1949, 2 of the authors published a report on 
ae the cases of cancer of the ovary treated at the 
pationts with schizophrenia with adynamia and Sloane Hospital during the period from 1922 to 
apethy. The nowowptic crugs ssem to be least 1943. In this series there were 200 cases of primary 
cancer and 53 metastatic tumors of the ovary. The 
5-year cure rate for the cases of primary cancer 
66 during this period was 27.5%. This was a relatively 
8 duced improvement of contact and apraxia. =) 
upon the pathological criteria for malignancy and 
GYNECOLOGY & OBSTETRICS the categories included as on any actual or claimed 
ton of excellence of treatment. For the further < 
Regression uman Metastatic Mammary Cancer this problem, the authors now report an additi 
Induced by 3-Methylcholanthrene. C. Huggins and 148 cases of primary cancer treated during the 
J. D. McCarthy. Cancer Res. 17:1028-1032 (Nov.) vears 1944-1951. inclusive, for which 5-vear end 
1957 [Chicago]. results are available. On the basis of these new 
A solution of 3-methylcholanthrene in sesame oil cases, the authors reexamined the subject to de- 
(1 Gm. in 100 cc. of oil) was administered to 6 termine whether any significant improvement in 
ES §— therapy has been accomplished. In comparing the 
mary cancer. A dose of 20 mg. of the compound 2 groups, the importance of histogenetic type, his- 
was administered intramuscularly daily to 3 pa- tological grade, and stage of clinical extension in 
tients. A daily dose of 50 mg. was given orally to prognosis has again been stressed. No significant 
3 patients in whom exhausting nausea and vomit- improvement in the results in the more recent as 
ing occurred within 5 days, making withdrawal of compared with the earlier period was noted. The 
the drug necessary. The patients receiving the drug prospect of chemotherapy and of improved x-ray 
intramuscularly complained at times of slight, therapy is discussed. 
transitory nausea, but it was mild and there was 
no great decrease of intake of food. In 2 patients 
a mild transitory diarrhea occurred. A gastric ulcer PEDIATRICS 
occurred in 1 patient during the administration of 
the drug, and 3-methylcholanthrene had no bene- 
ficial effect on the mammary cancer of this patient. 
The drug induced some regression of mammary 
cancer in the other 5 patients, 4 of whom have 
rectomy. There was subjective and objective evi- 
dence of inhibition of the malignant process, and appear to be much safer with children 3 to 6 
in 1 patient the regression was of major magnitude months of age than with the older age groups, 
and had clinical therapeutic significance. This owing to the relative infrequency of poliomyelitis 
effect of 3-methylcholanthrene was remarkable, during the first few months of life. All the sub- 
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to have typical cases of interstitial plasma cell 
pneumonia, 2 to have disease similar to broncho- 
pneumonia, and 1 to have a case of the asphyxia 


present a unique the constant association 
of the different findings make the radiologic pic- 
ture almost pathognomonic. There is an 

severe, persistent interstitial emphysema that flat- 
tens and immobilizes the diaphragm and causes, 
simultaneously, a protrusion of the aerated lung 
through the intercostal spaces and a mediastinal 
emphysema especially visible in the lateral posi- 
tion. 
that is present prior to the deve of symp- 
toms, is unrelated to the clinical picture, and 
persists im the symptoms have disappeared. The 
lack of physical signs associated with severe func- 
tional and systematic involvement and a high mor- 
tality rate further characterize a disease entity, for 
which a complement deviation test has been de- 
vised with use of an antigen extract of lungs of 
infants who have died of interstitial plasma cell 
pneumonia. 


Palmar Pulsation: A Physical Sign of Patent Ductus 
Arteriosus in Infancy. D. Stuckey. M. J. Australia. 
2:681-682 (Nov. 9) 1957 [Sydney, Australia]. 


In a child who fails to thrive or shows signs of 
congestive heart failure, the recognition of a patent 
ductus arteriosus becomes a practical problem be- 
cause of the possibility of its surgical treatment. 
Often the murmur is not typical either in character 
or in site of maximum intensity, and reliance must 
be placed on the peripheral arterial signs. In a 
2-month-old infant with characteristic signs of 
patent ductus arteriosus later confirmed by op- 
eration, it was observed that pulsation of the meta- 
carpals could be easily felt in the palm of the hand 
as a strong, forcible pulsation. Subsequently, this 
physical sign was found in a number of children 
suffering from patent ductus arteriosus, and it was 
decided to try to assess its value from a diagnostic 
point of view. A group of children in whom the 
cardiovascular system was judged to be normal 
was examined for the presence of palmar pulsation. 
A group of children suffering from a variety of 
congenital heart defects other than patent ductus 
arteriosus was similarly examined. 

On the basis of the results obtained in these 
studies the author arrives at the following conclu- 
sions: 1. In the absence of fever, severe anemia, 
and high environmental temperatures, palmar pul- 
sation is rarely found in normal infants or in in- 
fants with various forms of congenital heart disease 
other than patent ductus arteriosus. 2. Palmar pul- 
sation is usually present in children suffering from 
patent ductus arteriosus and is a useful confirma- 
tory sign of the condition in infants. 3. Absence of 


muscles forming part of the vocal organs. 
author gives special attention to the th 

noids, commonly called vocal cords. He describes 
the 2 types of muscular fibers found in these cords, 
pointing out that they resemble those of the myo- 
cardium from the point of view of their histological 
constitution as well as their physiology, since they 
have the property of fibrillating, of moving — 
mically, and of vibrating. Such muscles require a 
proportionally greater quantity of nutrients and 


the formation of an excessive quantity of pyruvic 
acid, thereby disturbing the succeeding of 
the metabolism. The incomplete combustion in 
turn creates a lack of oxygen (oxygen debt) neces- 
sary for the proper functioning of muscular fibers, 
especially when the activity is intense. 

Apart from the main factor, which is fatigue, 
some special body conditions are necessary. Meta- 
bolic changes brought about by hormonal diseases 
and by those of general character, disturbances of 
glucide metabolism, and uricemia all have a bear- 
ing in the production of cramps. Pain develops, 
generally on the sides of the larynx, making it im- 
possible for the person to emit any sound. It rarely 
lasts over 1 minute. The patients, trving massage 
as a corrective, may be able to go on singing, al- 
though the cramp may return immediately or > 

a few days. Cramps may return sporadically. The 
a differentiates cramps of the professional 


de fouet.” The author comments on the histories of 
9 patients with vocal cramps; by interviewing many 
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palmar pulsation in a child under the age of 2 
years makes it unlikely that a patent ductus 
arteriosus of any size is present. 

type with pneumothorax. The radiologic findings 

are so characteristic that; although they do not 

OTOLARYNGOLOGY 
Cramps of the Professional Voice. J. A. Pradillo. 
A. M. A. Arch. Otolaryng. 66:624-628 (Dec.) 1957 
[Chicago]. 

Vocal cramps occur in such persons whose pro- 
fession involves the use of the voice as singers, 
teachers, speakers, radio and television announcers, 
and jai-alai book makers. This last group consists 
usually of men with powerful baritone voices, al- 
though a few, to avoid fatigue, use af biphase or 
falsetto voice. Cramps may affect the extrinsic as 
well as the intrinsic muscles of the larynx and other 

: _ especially oxygen to satisfy metabolic requirements 
. than do other muscles. Vocal fatigue is a deter- 
mining factor of the cramps, which occur after a 

prolonged period of vocal exercise. The cause is 

that in the muscular metabolism during the 

anacrobic phase the carbohydrates pass through 

various transformations—glycogen to glucose to 

. tlucose-6-phosphate to pyruvic acid to lactic acid— 

and an exaggerated muscular activity can promote 

voice from . | | as 


Considerable clinical and experimental evidence 
has accrued to furnish a firmer rationale for the 


therapy. Many of the patients have been followed 
for many years and have had various types of 
treatment, including systemic and topical antihista- 
desensitization, 

received 


served in 39 patients who had been referred to the 


yngological department from the tuber- 


intravenously daily. During this treatment, audio- 
grams are taken every 10 days. If they show im- 
provement, this treatment should be continued 
until there is complete recovery. To prevent recur- 


i 


rence, the treatment should be continued as 

the first month twice a week, the second month 
once a week, and the third month 2 or 3 times 
monthly. This treatment should cover a 6-month 
period, and the number of treatments should be 
gradually reduced. On the other hand, the admin- 
istration of streptomycin should be discontinued 
and some other antituberculosis drug given 

The intravenous administration of fortified vita- 
min B, produced favorable results in 15 patients. 
Early detection is possible when of 


cause advanced impairment is difficult to cure. 
Early symptoms are slight otalgia, feeling of ob- 
struction of the ear, consciousness of compression 


1100 MEDICAL LITERATURE ABSTRACTS J.A.M.A., March 1, 1958 
persons who use their voices professionally, he tions, although an occasional patient claims to ex- 
gained the impression that this type of cramp is perience greater relief with one or another prepara- 
comparatively frequent, especially when the person tion. 
affected is beyond the age of 40, and that patients 
who experience it also frequently have cramps in Prevention of Adverse Effects of Streptomycin on 
other muscles of the body. the Ear. T. Ozaki. A. M. A. Arch. Otolaryng. 66: 
673-678 (Dec.) 1957 [Chicago]. 
tae The author reports on adverse after-effects ob- 
Prednisone Acetate end 
ane em - culosis department as suspected of having untoward 
Laryng. 66:716-728 (Sept.) 1957 [St. Louis]. effects of streptomycin; 29 of the patients were 
grams had been taken in these patients, the first 
topical use of corticosteroids in treatment of aller- before the onset of treatment and the others at 
gic inflammations in the nose. The prednisolone— intervals of 10 days after the onset of treatment. 
chlorprophenpyridamine nasal spray was used in These patients had received intramuscular injec- 
the majority of cases of allergic rhinitis as adjuvant j 
treatment with the earlier preparation of cortisone 
and Chlor-Trimeton in the form of nose drops or 
nasal packs. During the past 15 months, in almost 
all patients with nasal allergy requiring continued Vv 16 
symptomatic treatment, the cortisone—Chlor-Trime- 195 
ton solution has been replaced by the prednisolone- tha 
Chlor-Trimeton suspension in a plastic spray bottle. 
The spray emitted is fine enough to reach all parts 
of the nasal lining, and it has the practical advan- 
tage of being much easier for the patient to use. 
The small bottle can be carried in the pocket or 
purse and used conveniently whenever symptoms 
require. Eighty patients have used the predni- 
solone—Chlor-Trimeton nasal spray, 37 the predni- 
solone preparation with phenylephrine added, and 
21 with added phenylephrine and neomycin. Eleven 
in the second group and 2 in the last group also 
were among the 80 who received the basic prepara- 
tion containing only prednisolone and Chlor- 
Trimeton. 
The total number of patients, with sufficient 
follow-up for evaluation, was 125. Among these hearing is preceded by abnormal changes in t 
125 patients who used the prednisolone nasal sus- 
pensions, 115 obtained significant relief. Obser- 
vations on these patients and reports of other 
observers cited by the author furnish convincing 
proof of the efficacy of the corticosteroids and their of the ear, and tinnitus without difficult hearing. 
analogues when applied topically to inflamed nasal As prophylaxis, intravenous administration of 100 
mucosa in allergic conditions. Since prednisolone, mg. of fortified vitamin’ B, is suggested immedi- 
generally speaking, appears to be safer and more ately before or after administration of streptomycin 
effective than hydrocortisone (or as effective), it (dihydrostreptomycin or combined streptomycin), 
would appear, at present, to be the preparation of with repetition the following day. Since the intro- 
choice for this purpose. In practically all cases, the duction of this method of prophylaxis, there has 
results obtained with the prednisolone—Chlor- been a steady decrease in the number of patients 
Trimeton suspension parallel those observed with with impaired hearing from the tuberculosis de- 
the older cortisone and hydrocortisone prepara- partment. 


Pulmonary Tuberculosis. R. S. Mitchell 
Bell. New England J. Med. 257:1066-1070 (Nov. 
1957 [Boston]. 


HE 


antimicrobial activity. In view of the urinary-ex- 


A small number of patients continue to expec- 
torate tubercle bacilli that are sensitive to strepto- 
i spite of 


To ascertain whether these observations have 
significant clinical implications, the authors made 
studies on 226 persons of whom 208 had active 
tuberculosis. They found that serum levels of bio- 


it is to be used in actual therapy. Seven patients 
were found who continued to excrete tubercle 
bacilli susceptible to isoniazid after 6 months or 
more of chemotherapy including that drug. Serum 
bioassay levels in 5 of these 7 patients were quite 
low in comparison to those in most but not all of 
41 similar patients exhibiting isoniazid resistance. 


Trichomonas Vaginitis: Clinical Trial of a Mixture 
of an Antiseptic With Local Anaesthetics. H. C. 
Stewart, W. H. Hughes, E. G. Thomas and W. C. 
Nixon. Lancet 2:1028-1030 (Nov. 23) 1957 [London]. 
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Clinical Implications of Isoniazid Blood Levels in 

C. 

Isoniazid hydrazones, acetylated isoniazid, iso- 
nicotinic acid, and isonicotinic acid conjugates, in The rate of isoniazid inactivation as measured by 
addition to free unmetabolized isoniazid, have the bioassay technique does not appear to be in- 
fluenced in adults by age, sex, character, or extent 
of tuberculosis or by other diseases, such as cir- 
rhosis, diabetes, renal insufficiency, silicosis, and 

diffuse pulmonary emphysema. 
In the treatment of trichomonas vaginitis, the 
efficiency of an antiseptic preparation containing 
— — — benzalkonium chloride, amethocaine, and amylo- 
acetylated derivative. Isoniazid acetylation is ac- caine (Locan) was compared with that of naphthyl- 
complished by the same enzyme system that is | methane disulphonate (Penotrane) and Acetarsol, 
involved in the acetylation of aminosalicylic acid, which is a British preparation of 3-Acetamido-4- 
para-aminobenzoic acid, sulfonamides, and other hydroxybenzenearsonic acid (Acetarsone). Primary 
compounds. Any 2 of these compounds in mixture manifestations were controlled in all cases with 
will compete with each other for the acetylating Locan, although 34 and 32% of the cases did not 
6 process. It was found that aminosalicylic acid given respond to treatment with Penotrane and Acetarsol 
3 with isoniazid to human subjects was frequently respectively. Only 16% of the patients controlled 
followed by a rise in serum concentrations of bio- with Locan required more than 1 week of treat- 
logically active isoniazid. ment, occasional patients requiring up to 4 weeks 
treatment with increased dosages before control 
was obtained. Reinfestation was equally common 
with Acetarsol and with Locan and was even more 
prolonged treatment with these drugs. Presumably, common with Penotrane. Reinfestations were con- 
such patients metabolize isoniazid so extensively trolled with Locan with the same expediency as the 
that inadequate amounts of free drug exist in body initial infection, and resistant strains were not 
fluids. A good correlation was found between the found; however, the preparation (Locan) is capable 
amount of free isoniazid excreted in the urine and of being modified to meet the threat of resistance 
the development of isoniazid neuritis. The implica- forming organisms. It seems reasonably certain that 
tion was that persons who do not metabolize isonia- Locan will control the individual infestation with 
zid extensively and who thus excrete large amounts trichomonas, but neither this nor any other prepara- 
of free drug in the urine probably have higher tion can be expected to prevent reinfestation once 
concentrations of free, biologically active drug in treatment has been stopped, nor is it likely that 
the serum and hence have a greater chance of toxic treatment of the female alone will eradicate the 
reactions to isoniazid. organism from the community and prevent rein- 
festation; a period of 3 months is deemed necessary 
Treatment of Juvenile Thyrotoxicosis with Potas- 
logically active isoniazid show some correlation sium Perchlorate. J. M. Smellie. Lancet 2:1035- 
with the bacteriologic response to isoniazid. With 1036 (Nov. 23) 1957 [London]. 

the use of a single test dose of 4 mg. of isoniazid Since hyperthyroidism in children is rare (1-2'% 
per kilogram of body weight, it is tentatively rec- of all cases), experience in its therapy is limited 
ommended that the dosage be adjusted so as to and the merits and demerits of various therapeutic 
achieve serum isoniazid bioassay levels of at least procedares are controversial. The ultimate out- 
3.2 mcg. per milliliter at 2 hours and 0.8 mcg. at 6 come of the removal of some part of the gland is 
hours. One-third of the daily ration of amino- speculative. To remove too much is catastrophic, 
salicylic acid should be added to the test dose if and to remove too little necessitates reoperation. 


McClintock and others report that, of 45 children 
who underwent subtotal thyroidectomy, 13 showed 


ypocalcemia umably 
roidism, and, of 22 children with bilateral exoph- 
thalmos prior to operation, 6 failed to show im- 


rashes. 

Stanbury and Wyngaarden showed that potas- 
sium perchlorate can iodine from its posi- 
tion in the thyroid gland. No toxic effects other than 


patients with hyperth 
by the administration of 200 to 400 mg. of potassium 
perchlorate by mouth every 8 hours. Graves dis- 
ease in a group of 108 patients was effectively con- 
trolled over a 10-month period with potassium 
perchlorate. The case reports of 6 children would 


gastroin 
testinal upset or hypothyroidism have been ob- 
served in children in a period of treatment of as 
long as 3 years. Whether potassium perchlorate can 
restore all children with hyperthyroidism to health 
and thus render surgery unnecessary has yet to be 
ascertained. The experience gained to date suggests 
to 3 years and perhaps through 


controlled with perchlorate would be liable to have 
a relapse if his blood-iodide level was suddenly 
raised, and (2) the cost of treating the first patient 
in this series continuously for a period of 3 years 


Action of Gamma Globulins in Treatment of Infec- 
tions. A. Ravina. Presse méd. 65:1776-1778 (Nov. 2) 
1957 (In French) [Paris]. 


A preview of the literature on the use of gamma 
globulins for the treatment of infections showed 
that the combination of gamma globulins with 
proved extremely effective in the treatment of 
experimental infections in mice, while the same 
doses of gamma globulin or antibiotic when used 
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with infections refractory to anti- 
biotic therapy were benefited by gamma globulin 
therapy, provided that the gamma globulin used 
was obtained from blood which contained anti- 
bodies which protect against the disease to be 


globulins exert a notable neutralization effect on 
the bacterial toxins, and that represents an advan- 
tage when compared with the antibiotics which are 
bactericidal or bacteriostatic agents. These find- 
ings are suggestive, although the mechanism of the 


Int. Med. 47:889-899 (Nov.) 1957 {Lancaster, Pa.]. 
Twenty-one patients between the ages of 22 to 


55 years with a ratio of 2:1 of women to men, 20 
of whom had acute intermittent hepatic porphyria 


(EDTA). BAL was used in a 10% solution in 20% 
benzyl benzoate in peanut oil. Doses ranged from 
5O to 1,200 mg. per 24 hours in divided doses, given 
for 4 to 60 days consecutively. Several patients re- 
ceived 1-3 injections of 100 to 300 mg. weekly for 
as long as 2 vears. Eleven patients received BAL 
alone. Administration of BAL was combined with 
intravenous administration of EDTA in 6 patients, 
who were given 1-10 Gm. of EDTA in a 24-hour 
period, diluted in 5% dextrose in water in a ratio 
of 2.5:5 Gm. of EDTA per 1,000 cc. The drug was 
given over 2 to 4 hours for 2 to 5 consecutive 
days. EDTA in tablets of 0.5 Gm. was 

subacute phases of the disease. 

Multiple signs and symptoms were observed in 
the patients before therapy was started. Eight pa- 
tients had bulbar symptoms in the form of dys- 
phagia, diplopia, anisocoria, and facial and/or 
laryngeal palsies. Three patients had Jacksonian 
seizures, and 7 had convulsions of the grand mal 
type. Thirteen patients had excited catatonic, 
schizophrenic-like psychosis and hysterical and 
depressive reactions. Eight patients had peripheral 
neuropathy. Constipation was noted in 12 patients. 
Two patients had temporary oliguria and another 
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eee treated, particularly against those caused by strep- 
provement. Treatment by external irradiation or tococci, micrococci (staphylococci), pneumococci, 
by radioactive iodine is unsuitable for children be- and the viruses of measles, hepatitis, and poliomye- 
cause of the possible sequelae. Thiouracil and its litis, but not against those caused by Salmonella 
compounds are effective against thyrotoxicosis, but strains. The gamma globulins exert their action 
they are capable of producing dangerous toxic re- only on those pathogenic agents which are present 
actions, such as agranulocytosis, drug fever, and in the extracellular spaces. Nevertheless, the gamma 
mild gastrointestinal upset were observed in 24 
synergistic action of gamma globulins and anti- 
biotics has not been completely elucidated. 
The Treatment of Acute Porphyria with Chelating 
Agents: A Report of 21 Cases. H. A. Peters, 
seem to substantiate the role of potassium per- 
chlorate in the treatment of juvenile thyrotoxicosis. 
and 1 of whom had mixed hepatic porphyria, were V 16 
treated with 2, 3-dimercaptopropanol (BAL) and 195§ 
disodium calcium ethylene diamine tetraacetate 
ay thyroidectomy tc ime whe 
procedure would be comparatively safer and of 
greater value. Two additional points are deserving 
of mention: (1) a patient whose thyrotoxicosis is 
was approximately $1.00. 
separately were incapable of controlling the develop- 
ment of these infections. Clinically, similar thera- urinary retention. The burgundy or brownish urine 
peutic results were obtained. The curative action commonly described in textbooks was seldom men- 
of gamma globulins when used alone has not been tioned by the patient. A malar flush, diffuse dusky 
clearly defined vet, but certain observations suggest complexion, and hirsutism were noted. Thirteen of 


who had diabetes associated with 
RADIOLOGY 
The Findings Associated With 


ansman and B. R. 


myelitis, acute rheumatic fever, and poliomyelitis 
must be ruled out. The skeletal changes of leu- 
kemia and metastatic neuroblastoma are _radio- 
graphically indistinguishable, in which instance 
bone marrow aspiration is useful in establishing a 


many]. 


specific inflammation of the terminal ileum with 
characteristic histological changes. Later, when it 
was realized that other sections of the intestine 


the basis of the histories of 4 patients, and the un- 
derlying pathological lesions are discussed. The 
roentgenologic changes are (1) changes in the wall 
of the intestine, consisting of thickening, rigidity, 
separation of loops and stenosis; (2) changes in the 
intestinal mucosa as shown in coarsening of loops, 
polypoid or reticular relief patterns, or loss of a 
distinct relief pattern with stenosis; and (3) second- 
ary changes such as adhesions, internal and external 
fistulas and abscess formation. In 1 patient the 
duodenum, jejunum, and ileocecum were involved. 
The roentgenologic differential diagnosis of re- 
gional enteritis must consider tumors in addition 
to chronic intestinal inflammations. If the lesion is 
localized in the terminal ileum, it may prove diffi- 
cult to differentiate it from intestinal tuberculosis 
or from ulcerating colitis. 
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necessary to increase the dosage in some patients ened sutures and destruction of the bones of the 
in order to maintain the initial effect of the drug. cranial vault is pathognomonic of metastatic neuro- 
Tolbutamide did not cause a sudden decrease of blastoma. Bony metastases occurred most frequently 
blood sugar level, thus enabling the anticipation of in the skull and the femurs. The bones of the lower 
hypoglycemia. Hypoglycemia occurred in some and upper extremities were late involvements, and 
patients with the mild status. To obtain the same the bones of the hands and feet were not affected. 
effect with tolbutamide as with carbutamide ther- The palpable abdominal mass is of itself rarely 
apy, a larger dosage of tolbutamide was required diagnostic. The differential diagnosis must consider 
for patients in whom tolbutamide therapy was neuroblastoma. Wilm’s tumor, hydronephrosis, 
substituted for carbutamide therapy; tolbutamide polycystic kidney, lymphosarcoma, mesenteric cyst, 
was better tolerated. Reinstitution of insulin therapy and renal vein thrombosis. Preoperative differ- 
after withdrawal of tolbutamide therapy appar- ential diagnosis between neuroblastoma and 
ently produced better therapeutic results than an Wilm’s tumor may not be possible, may not even 
exclusive insulin therapy. A combination of tolbuta- be made at surgery, and generally awaits his- 
mide and insulin seemed to bring under control tological proof. When the tumor has metastasized 
certain types of diabetes which were difficult to and leg or back pain is the presenting symptom, 
manage with insulin therapy alone. Tolbutamide leukemia, scurvy, tuberculosis of the spine, osteo- 
diagnosis which otherwise awaits microscopic ex- 
amination of surgical specimens. Bone marrow 
1 Petit 52081400 D smears were positive in 4 children in whom there 
were no abnormal radiographic changes in their 
Neuroblastoma is a malignant tumor which bones. 
metastasizes to the bony and nonbony structures. Vii 
Observations on 30 children, 16 boys and 14 girls Roentgenologic Diagnosis and Differential Diag- 195) 
ranging in age from 1 month to 10 years, in each nosis of Regional Enteritis. H. G. Schmitz-Drager 
of whom the diagnosis of neuroblastoma or gan- and P. Thurn. Fortschr. Geb. Réntgenstrahlen 87: 
glioneuroblastoma was confirmed histologically, re- 566-574 (Nov.) 1957 (In German) [Stuttgart, Ger- 
vealed palpable abdominal masses in 24 instances. a 
The site of the primary tumor was found to be the When regional ileitis was first described as a 
adrenal gland in 14 instances; the site of the pri- j ve 
mary tumor was retroperitoneal in 5 and was un- 
known in 7 patients. Fever was the chief symptom 
in 12 children, 9 complained of pain in the legs, 8 
were anoretic, and 7 were tired and listless. All could become involved, the concept of regional en- 
patients had x-ray films of the abdomen, urinary teritis evolved. The roentgenologic aspects of the 
tract, and skeleton. An intra-abdominal soft tissue various phases of the disease are demonstrated on 
mass was visualized in 26 patients; in 25 of these it 
displaced adjacent structures. Bony or soft tissue 
changes of metastatic neuroblastoma were seen in 
11 children. In 3 patients the bones alone were 
affected, in 2 the changes were limited to the lungs 
and meninges, and in 6 children there were com- 
bined bony and soft tissue metastases, pulmonary 
metastases being present in 4 of the latter group. 
Seven children had metastatic lesions in the skull, 
including 4 children with roentgenographic signs of 
increased intracranial pressure; 8 children had 
lesions in the femur, and 4 showed changes in the 
bony pelvis. 
Another roentgenographic indication of soft tissue 
involvement is widening of the cranial sutures due 
to masses of tumor tissue between the dura and the 
calvarium so that a roentgenogram showing wid- 


because about 20% of untreated patients were still 
alive five years after onset of symptoms.” There is 
no suggestion that carcinoma of the uterine cervix 


These book reviews have been by 


when they are first seen. The fact is that these two 
sites are both biologically unfavorable, and, if any- 
thing, the hypopharynx presents a somewhat more 
hopeful problem. No mention is made of the fact 
that in men cancer of the lung now exceeds gas- 
tric carcinoma in frequency. It is highly mislead- 
ing to state, as the author does, that x-ray exam- 
ination leads to discovery of all cancers of the 
rectosigmoid. The author states that a large per- 
centage of patients with carcinoma of the corpus 
uteri have metastases when first seen and gives 
as one reason that the symptom of vaginal bleed- 
ing is “inconspicuous.” Inasmuch as most endo- 
metrial carcinomas occur in the postmenopausal 
era, vaginal bleeding is a conspicuous and often 
alarming signal to most women, and most of these 
lesions are still localized to the uterus when first 
seen, with 5-year control rates of about 70% rather 

than the less optimistic estimate quoted. 
The discussion of the principles of surgery in 
considera 


creasing use of lobectomy for favorable lesions and 
the relatively favorable results in lesions suitable 
for lobectomy as compared to pneumonectomy. 
The chapter on principles of radiotherapy is ex- 
cellent, with a concise description of radiation 
physics, radiobiology, and clinical radiology, but 
in a discussion of dosage, no reference is made to 
the commonly accepted description of the quality 
of a beam of irradiation in terms of its half-value 
layer. For the clinician, there is much valuable 
information concerning the chemistry of carcino- 
gens and the biochemistry of hormones. Even here 
there are some inaccuracies. On page 93, the rep- 
resentation of estrone fails to show the five-mem- 
bered ring; on page 112, testosterone and cis-tes- 
tosterone are depicted as different substances, 
whereas they are the same according to the newer 
nomenclature and what is meant is probably tes- 
tosterone 17 alpha. On page 135, delta-9-5-iso- 
androstene-3-alpha-ol-17-one should be delta-9(11)- 
5-isoandrostene-3-alpha-ol-17-one. This book should 
be of most value to medical students for the rea- 
sons outlined above. It should also be of value to 
nonmedical research workers, particularly those 
new to the field of cancer research. The format of 
the book is admirable. A valuable list of references 
is keyed into each section of the book. 
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The Biologic Basis of Cancer Management. By Freddy 
Homburger, M.D., Research Professor of Medicine, Tufts 
University School of Medicine, Boston. Forewords by Lauren 
V. Ackerman, M.D., Clarence Cook Little, Sc.D., and Alton 
Ochsner, M.D. Cloth. $10. Pp. 354, with illustrations. Paul 
B. Hoeber, Inc. (medical book department of Harper & 
Brothers), 49 E. 33rd St., New York 16, 1957. 
This text is divided into four parts, dealing with 
the cause, biological behavior, diagnosis, and treat- 
ment and prevention of cancer respectively. The 
author presents recent advances in biology, experi- 
mental pathology, biochemistry, cytochemistry, and 
physics, as well as a framework of reference of a 
more historical nature. The relationship of the stud- 
ies that have been made in these disciplines is 
then correlated with the clinical problems of the 
individual patient. There has long been a need 
for such a book, and one of the most frequent re- 
quests of medical students is for such a range of 
material in concise and understandable form. Al- 
66 though the author has attempted to describe the 
8 various aspects of cancer under one cover in a 
fashion that has not previously been attempted, tions. Pneumonectomy rather than lobectomy for 
he has fallen short of his goal. The principal rea- carcinoma of the lung is strongly recommended, 
son for this is found in the preface, wherein the and the author is apparently unaware of the in- 
author states that the book was rejected by one : 
publisher because eminent consultants believed 
“that no one person could write such a book.” A 
more precise and accurate text could surely have 
been produced by a number of contributors rep- 
resenting various disciplines. 
In the chapter dealing with characteristics and 
clinical course of human cancer, there is little at- 
tempt to explain the natural history and response 
or lack of response to treatment in terms of biologi- 
cal characteristics. Nine figures are used to portray 
the duration of life in untreated cancers in as 
many sites, with the remark, “Cancer of the breast 
is the least malignant of the neoplasms studied, 
or of the larynx, for example, have a far more 
favorable biology and response to treatment than 
is the case for carcinoma of the breast. Carcinoma 
of the nasopharynx is described as “the most fre- 
quently overlooked site of curable neoplasms,” 
while carcinomas of the hypopharynx are referred 
to as having a most insidious clinical evolution, 
with metastases being present in most patients 
but do not represent the opinions any seal of other organization 
unless specifically so stated. 


surgical history 
ve as much appeal for the interested lay 
aie oie the surgeon. By making the narrator 
an actual eye-witness of nearly all of the more sig- 


actually meet he had what amounted to an intimate 
knowledge through acquaintances they had in 
common. His descriptions of operations performed 
without benefit of anesthesia are realistic and not 
likely to be forgotten by anyone who reads them. 
He is eloquent on the subject of the unsanitary 

that were taken for granted in the world’s 
hospitals before Semmelweis awakened the med- 
ical and surgical world at the cost of his sanity. He 
saw and shared the “first beginnings” of use of 


arrived at various points in the world just in time 
to witness many great surgical events. There is a 
convincing sense of immediacy about the story, and 
this is heightened at times by flashbacks revealing 
the conditions prevailing before the discoveries 
were made. 

Since the emphasis throughout is on the more 
sensational and compelling events of the century 
from the surgeon's point of view, many lesser ad- 
vances are omitted and those included are familiar 
to surgeons and others who have read much med- 
ical and surgical history. Even such readers as these, 
however, cannot fail to be interested, if only be- 
cause of the novel approach. For readers more or 
less unfamiliar with the subject, the story as told 
should be not only informative but exciting. 


The Closed Treatment of Common Fractures. By John 
B.Sc., M.B., F.R.C.S., Orthopaedic Surgeon, Man- 

chester Royal Infirmary, Manchester. Second edition. Cloth. 
$10. Pp. 260, with 199 illustrations. Williams & Wilkins 
a , Mount Royal and Guilford Aves., Baltimore 2, 


This well-written and adequately illustrated book 
shows thoroughness in both writing and investiga- 
tion of the author. However, there are many sec- 
quite dogmatically. 
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This book is timely, stressing the closed treatment 
of fractures in contrast to the definite tendency at 
present to do open reductions with the insertion of 
considerable “hardware.” The author does agree 
that there are many instances in which open reduc- 
tion is the method of choice. The chapter on plaster 
na several controversial points. Most will 

however, that a_ sufficiently on 
sufficient time to mold the cast well and to obtain 
the three-point pressure immobilization that is so 
necessary for a good result. This book is recom- 
mended as a reference book for the younger ortho- 
pedist and is valuable for all to read so that a better 
evaluation of closed versus open methods of treat- 
ment may be made. 


Bone Diseases in Medical Practice By |. Snapper, M.D., 
Director of Medicine and Medical Education, Beth-E] Hos- 
pital, Brooklyn. Cloth. $15. Pp. 229, with 48 illustrations. 
Grune & Stratton, Inc., 381 Fourth Ave., New York 16; 99 
Great Russell St., London, W. C. 1, England, 1957 


This well-written book deserves high praise. The 
first chapter deals with the physiology of bones. 
Most of the book deals with specific bone changes. 
Each chapter is practically a monograph and ends 
with an excellent list of references. The author 
raises the question as to whether the gravure 
process for the reproduction of roentgenograms is 
worth the extra work it has entailed. Those repro- 
duced here, some of the finest ever published, 
would appear to indicate that they are. The only 
criticism might be that it would be easier to follow 
the text if the roentgenographic reproductions were 
placed in the chapter where they are discussed 
rather than at the back of the book, but this might 
have added too greatly to the cost. This book is 
recommended as a reference work to all who are 
interested in bone diseases. 


Introduction to Urology. By Frank C. Hamm, M.D., M.S., 
F.A.C.S., and Sidney R. Weinberg, M.D., F.A.C.S. Elizabeth 
Cuzzort, medical illustrator [and] production director. Paper, 
loose-leaf. Pp. 293, with 259 illustrations. Research Founda- 
tion of State University of New York, 451 Clarkson Ave., 
Brooklyn 3, [n. 


In this comprehensive textbook urological dis- 
eases are well described with the aid of adequate 
and appropriate radiologic and pathological illus- 
trations. The presented concepts of therapy are 
current, and controversial subjects are largely 
avoided. The binder type of format makes possible 
page changes necessary to keep the subject matter 
current. The bibliography is extensive. This type 
of textbook is ideal for student use and for ready 
reference for practitioners encountering urological 
problems. 
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The Century of the Surgeon. By Jiirgen Thorwald. Cloth. 
$5.95. Pp. 432, with 66 illustrations. Pantheon Books, Inc.. 
333 Sixth Ave., New York 14, 1957. 
much of the interest and excitement of a good 
novel. His spokesman is a young doctor, with friends 
and acquaintances in the profession both here and 
participated in 
the epochal achievements that took place in his 
lifetime. He was personally acquainted with such 
giants of surgical growth as Semmelweis, Koch, 
Lister, and Harvey. Of those whom he did not 
sterilization, antisepsis, anesthesia, roentgen rays, 195 
prophylactics, and countless instruments. He was 
present when Morton gave the first anesthetic to a 
surgical patient. By a series of coincidences, he 
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QUESTIONS AND ANSWERS 


EXPIRATION DATE OF POLIOMYELITIS 
VACCINE 
To tne Eprror:—Is poliomyelitis vaccine still potent 
tion date if this vaccine has been kept under 
proper refrigeration? 
M. D. Hornedo, M.D., El Paso, Texas. 


Answern.—The expiration date of poliomyelitis 
vaccine has been established at six months follow- 
ing the date of shipment from the manufacturer. 


countered between different batches of commercial 
vaccine. Thus, in many lots of vaccine there may be 
little or no loss of potency in six months, while 


TREATMENT OF SAND FLEA INFESTATION 
To tHe Eprrorn:—What local treatment can be used 
for infestation of the scalp, pubis, extremities, 


1107 
is no better way of removing the parasites than by 
means of a needle or other pointed instrument or 
a fine forceps. The opening of the “burrow” in 
which the body of the insect is lodged may need 

enlarged in the process. Subsequent local 


ZF 


thorough cleansing followed, saan by wet 
ings with dilute Burow’s solution should be helpful. 


gloves in any of its clinical work, which includes 
minor surgery. The physician can scrub his hands 
and then use a known effective germicide; an- 
other method, which shortens the time of scrub- 


equal or superior to the wearing of gloves when 
one does not know always if the gloves have been 


the hands well and also could do surgery much 
better, as the tactile sense is much better without 
the use of gloves. 

Taber A. Darling, M.D., Agana, Guam. 


Answer.—It is perfectly true that certain clinics 
have discarded the use of gloves and that during 
the war some of the foreign countries could not get 
rubber gloves, being forced, therefore, to operate 
bare-handed. In one large clinic in North America, 
even vaginal examinations are done without gloves. 
However, such usages are not standard practice, 
and if a patient sued because of a wound infection 
and the physician had not worn gloves although 
they wete available, he might have difficulty in 
oy that due precautions had been taken and 

that the usual practices had been employed. 

No patient ever has “sterile” skin and no physi- 
cian ever has “sterile” hands, no matter how long he 
scrubs nor with what highly touted solutions. 


a treatment would depend on the character and 
antibiotic medication may be needed to control 
The current regulations also permit a maximum of secondary bacterial infection. 
six months storage by the manufacturer prior to 
shipment. This expiration time has been selected on STERILE GLOVES AND MINOR SURGERY 
the basis of the best data available concerning the To tHe Eprror:—Is it all right to de minor office 
decay of antigenic potency of stored vaccine. Varia- surgery without the use of rubber gloves? A large 
tions in this time-decay curve have been en- clinic in one of the mainland cities does not use 
4 other lots may decline in potency during storage. ee 
This decay is gradual, and of course the vaccine bing preparation, is to scrub with sudsing emol- 
does not deteriorate to the degree that potency is lient with 3% hexachlorophene. Why is not this 
greatly reduced at expiration. However, for polio- 
necessary to designate an exact expiration date, and contaminated in some way? If you prepare the 
the interval has been selected such that a con- hands thoroughly you know that they are sterile. 
siderable “margin of safety” is maintained. At the I understand that rubber gloves are not now in 
present time no new evidence has appeared which use in major surgery in Japan. Joseph Price of 
would permit any extension of this expiration date. Philadelphia, who established a large hospital 
Until such time as further data or improved manu- there some years ago and wrote a book on major 
facturing techniques allow extension of the expira- surgery, had abandoned the use of rubber gloves 
tion interval, the use of outdated vaccine cannot and maintained in his book that one could sterilize 
— 
and axillae by the Tunga penetrans, or sand flea? 
Local removal, especially from the scalp, by in- 
strumentation is not feasible because of the ex- 
tensive involvement. M.D.. New York. 
Answer.—Insecticides such as a 25% emulsion of 
benzyl benzoate or an ointment containing 1% 
gamma benzene hexachloride can be applied locally 
to kill the parasites. However, unless the bodies of 
the insects are removed, they will act as a continu- 
ing source of irritation until they slough out. There 
The answers here published have been prepared by competent au- 
thorities. They do not, however, represent the opinions of any medical 
or other organization unless specifically so stated in the reply. Anony- 
mous communications cannot be answered. Every letter must contain 
the writer's name and address, but these will be omitted on request 
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Wound infection develops because there are more 
bacteria present than the tissues can cope with, and 
the desired result is to have as little contamination 
as possible. When minor surgery is done in the 
office a clean excision of lipoma may follow drain- 
age of an infected sebaceous cyst. and it certainly is 
better to change gloves than to depend on scrub- 
bing between cases and not using gloves. Further- 
more, scrubbing, no matter with what agent, gives 
only a clean surface skin and affects little if at all 
the various hair follicles. sweat glands, oi] glands or 
even deep creases and folds. The hands are the 
cleanest immediately after scrubbing and become 
progressively more “dirty” with gloves on as time 
passes and bacteria emerge from the sweat and oth- 
er gland orifices. In a climate like Guam, sweating 
of the hands, at least in most individuals, will begin 
very soon after scrubbing and soon will nullify the 
effect. The fact that some doctors break technique 
and contaminate gloves in putting them on is not 
an argument for discarding the use of gloves. Nei- 
ther is the fact that poor technique in preparation of 
glove packs gives an unsterile product an argument 
for use of bare hands. Improved tactile sense with- 
out gloves is not important in minor surgery be- 
cause in small incisions, one rarely inserts the finger 
anyway. Operation is by vision rather than by blind 
touch. The weight of opinion, practice, and theory 
would appear to be against doing even minor office 
surgery without gloves. 


TREATMENT OF IODISM 

To tHe Eprror:—Please give the local and systemic 
antidote for iodism that might occur in giving 
iodine by mouth or in oil for x-rays for conditions 
of the sinuses and chest. ls sodium chloride an 
antidote? If so, please give information on this 
and indicate recommended dosage. 

D. H. Anthony, M.D., Memphis, Tenn. 


Answer.—lodine as iodide or in organic combina- 
tion is relatively innocuous and toxic reactions are 
not common. Specific iodine sensitivity response is 
best treated with maintenance of airway, intrave- 
nous fluids, “shock position,” analgesics, corticoids, 
antihistaminics, and general care as indicated by 
the degree of shock, anoxia, or other acute cardio- 
respiratory change. Acute iodism is best treated by 
giving starch, flour, raw egg white, or 1% sodium 
thiosulfate in water by mouth, followed by emetic 
or lavage removal of the iodine, if the poison was 
taken orally. Systemic supportive measures include 
stimulants or anticonvulsants, opiates for pain, in- 
travenous fluids, and corticoids. Chronic iodism is 
best treated by discontinuing the source of iodine. 
This is usually sufficient. If inflammatory signs are 
severe, one should also give corticoids and/or corti- 


chronic ge 
chloride is 6 to 12 Gm. (90 to 180 grains) daily, 


rectally, twice daily; or 1 to 2 Gm. (15 to 30 grains ) 
sodium chloride, orally, every four hours. 


RECURRENT FEVER 

To tHe Eprron:—A 13-year-old has had recur- 
rent fever for seven months. Physical examina- 
tions and complete laboratory studies, other than 
the sedimentation rate (Westergren), which was 
24 mm. during the first hour, have all been nega- 
tive for a definitive answer to the fever. A neuro- 


showed from 60 to 80 white blood cells, mostly 
neutrophils, but normal hydrodynamics, serology, 
and protein and sugar levels in the spinal fluid. 
Ventriculograms revealed slight dilatation of the 
ventricular system, and it was noted by the neuro- 
surgeon at the time of procedure that there was 
minimal cortical atrophy. Repeated cultures from 
the spinal fluid obtained on spinal tap and at the 
time of the ventriculogram grew a beta-hemolytic 
Streptococcus. The blood antistreptolysin titer on 
two occasions has been 50 and 60 Todd units. At 
present the boy is in a remission of his fever and 
feels fine. 

Two groups of questions have arisen. First, is 
there any relationship between the antistrepto- 
lysin titer of the blood and a streptococcic infec- 
tion of the central nervous system? Is there any 
information available about antistreptolysin titers 
of the spinal fluid in the case of streptococcic in- 
fections of the central nervous system? Is there a 
so-called blood-brain barrier in relation to anti- 
streptolysin titers of the blood and central nervous 
system infections by a Streptococcus? Second, 
sensitivity tests have been determined on the 
hemolytic Streptococcus isolated. It apparently is 
most sensitive to chloramphenicol and is surpris- 
ingly not sensitive to penicillin. Should we wait 
until this youngster has a recurrence of his fever 
before starting treatment; or are we more apt to 
sterilize the focus of infection in the central 
nervous system by waiting until the fever recurs; 
or should we start therapy at present, even 
he is now afebrile and symptom free? 

Horace L. Wolf, M.D., Amarillo, Texas. 


Answer.—As far as is known, a streptococcic in- 
fection anywhere in the body may prompt a rise 
in antistreptolysin-O titer (that is, if the patient 
is going to form these antibodies). There do not 
appear to be any reports on the antistreptolysin-O 
titers of the spinal fluid in the case of streptococcic 
infection of the central nervous system. However, a 

in the antistreptolysin-O titer would be expect- 
y 


rise 
ed if the response were quantitativel 
At 
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surgical consultant found an abnormal electro- 
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ee treat this child, since he is afebrile and symptom- 
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free. One would question the statement that the 
Streptococcus is not sensitive to penicillin, since no 
such Streptococcus in group A has been described. 
If the child’s problems recur, certainly a reinvestiga- 
tion would be helpful. 


CONSTANT SALTY TASTE IN MOUTH 


To tHe Eprror:—A 62-year-old man complains of 
a constant salty taste in his mouth at the base of 
The salty taste is not present on arising is 
manifest after about five minutes and is persistent 
throughout the day despite gargling and washing 
teeth. This area has been cauterized four times, 
and some lymphoid tissue was removed. In all 
instances, after healing, the sensation re- 
turned. The right side of the throat has normal 
sensations. What further in the way of diagnosis 
or treatment could be recommended? 

Arthur A. McAuley, M.D., Choteau, Mont. 


Answer.—The only organic lesion that could pos- 
sibly produce irritation and a salty taste on the 
posterior aspect of one side of the tongue would be 
some type of irritative lesion of the glossopharyngeal 
nerve such as a neuroma. However, there is no 
reason why such a lesion, if present, should produce 
exclusively a salty taste. It might be wise to have 
careful x-rays of the base of the brain in this case 
to be sure that there is no erosion suggestive of such 
a lesion. The of an organic lesion is ques- 
tioned, and the possibility of a psychogenic disturb- 
ance as the cause of this complaint is favored. 


ERGONOVINE ADMINISTRATION 

FOLLOWING DELIVERY 

To THe Eprror:—Has any hazard, untoward effect, 
or contraindication been found to the use of ergo- 
novine given intravenously following delivery 
under low spinal (or epidural) anesthesia prior to 
which a vasopressor (e. g., ephedrine or Meth- 
edrine) has been administered? The question has 
been raised as to whether the above combination 
of drugs given under the stated circumstances 
will occasionally result in extreme degrees of 

ension. If this has been found to occur, has 

it a significant finding or only an 
one? Has there been found a definite cause-and- 

effect relationship? Does Pitocin, when used in- 

stead of ergonovine, cause the same effect? 

Jack B. Williams, M.D., lowa City. 


Answer.—Carvalho and others (Am. J. Obst. & 
Gynec. 65:282, 1953) called attention to the occa- 
sional rise in blood pressure following the adminis- 
oxytocic drugs. On a large obstetric serv- 
ergonovine is administered routinely as 


: 
i 
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a 
thesia and where a v 
ministered prophylactically, a sudden and marked 
rise in blood pressure occurs rarely. However, the 
administration of 0.5 cc. of Pitocin or pituitary 
extract into the wall of the uterus during cesarean 


too soon after the administration of vasopressor s 

as ephedrine or d-desoxyephedrine can produce 
dangerous elevation in blood pressure, with cerebral 
hemorrhage occasionally resulting, though the oc- 


occasionally, perhaps in as many as 10 to 20% of 
patients who have received ergonovine after the in- 
jection of ephedrine. Pitocin does not produce any 
marked deleterious effects with respect to blood 
pressure or cardiac rhythm. Therefore it should be 
safe to use it instead of ergonovine. 


CHLOASMA UTERINUM 
To tHe Eprron:—During a first pregnancy three 
pn an a woman, aged 28, first noticed a 
pigmentation over both cheek bones 
and over the right eye and the upper lip. The pig- 
mented areas did not disappear after delivery 
but have gradually spread over a larger area. 
They are always darker in the summer, but in the 
winter they still persist and are becoming more 
and more difficult to hide. The patient is a bru- 
nette and has always tanned easily in the sum- 
mertime but never experienced any residual dis- 
coloration as winter came on. What can be done 
for the patient who has this cosmetic calamity? 


C. Campbell Stiles, M.D., East Orange, N. J. 


Answer.—This woman apparently suffers from 
what is called chloasma uterinum. It is assumed 
that this woman had a thorough gynecologic exam- 
ination and that no pathology was found. Sympto- 
matic treatment of this condition usually is not very 
satisfactory. A harmless, sometimes helpful proce- 
dure, is the administration of vitamin C, 100 mg., 
three times daily, best combined with vitamin B 
complex. During the summertime the patient should 
avoid heavy exposure to the sun and should protect 
herself with a sun protective cream to prevent addi- 
tional tanning. There are cosmetics, such as Cover- 
mark, which will satisfactorily cover up the pigmen- 


have noted no rise in blood pressure following the 
administration of ergonovine intravenously. Solu- 
tions of posterior pituitary extract contain varying 
amounts of vasopressor substances according to 
their purity. However, synthetic Pitocin, which has 
recently become available, apparently does not 
cause blood pressure changes. 

Answer.—The use of ergonovine intravenously 
currence is only an occasional one. An annoying rise 
in blood pressure has been observed more than just 

the baby 
rises in blood pressure during anesthesia have been 
noted rarely. It is not necessary to administer a 
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some cases of persistent pigmentation; but such a 
procedure should be used only after careful con- 
sideration of all approaches, including the psycho- 
logical one. The physician who posed the question 
speaks of a “cosmetic calamity.” This would indi- 
cate that the patient is greatly, probably overly, 
disturbed by the pigmentation. Such a woman 
should receive reassurance about the harmlessness 
of the condition and about the fairly good prog- 
nosis; the pigmentation still may fade out in the 
future. If the psychological angle is too pro- 
nounced, a psychiatric consultation may be neces- 
sary. 


X-RAY THERAPY FOLLOWING 

COLECTOMY FOR CANCER 

To tue Eprron:—A middle-aged woman had an 
adenocarcinoma, grade 2, removed from the de- 
scending colon. A large of colon was re- 
sected on both sides of tumor; however, the 
mesentery contained » metastatic glands. Is 
there any justification for postoperative deep x-ray 
therapy? 

H. B. Eisenstadt, M.D., Port Arthur, Texas. 


Answer.—In the experience of this consultant 
deep x-ray therapy postoperatively is not indicated 
and usually causes the patient unnecessary addi- 
tional suffering. 


TREATMENT OF PEDICULOSIS CAPITIS 
To tHe Eprron:—Please outline the recent treat- 
ment for pediculosis capitis in a 5-year-old. 
M.D., Illinois. 


Answenr.—Pediculosis capitis responds readily to 
some of the newer pediculicides. One effective prep- 
aration consists of a mixture of chlorophenothane, 
1.2 parts; benzyl benzoate, 15.0 parts; ethyl amino- 
benzoate, 2.4 parts; polysorbate 80, 3.0 parts; and 
bentonite magma in distilled water, 120 parts. It 
should be worked into the scalp and allowed to re- 
main overnight. The head should be washed after 24 
hours. One should take care to keep the emulsion 
away from the patient's eyes, and it should not be 
allowed to remain on the skin for too long a period 
of time. Occasionally several applications are nec- 


essary. 

It is usually advisable to check for any source of 
reinfestation and observe routine measures of clean- 
liness. Combs, brushes, and hats should be thor- 
oughly cleaned, although the organism is found 
primarily on the scalp. Chlorophenothane may also 
be employed in powder form (5% applied daily for 
two weeks ). Benzene hexachloride, gamma, in vint- 
ment form is also effective. It should be applied at 
night and washed out in the morning two or three 
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times in one week. It is usually advisable to follow 
these applications by scalp rinses of undiluted vine- 
gar (for two hours) in order to loosen the eggs so 
that their removal may be completed by means of a 
fine-toothed comb or forceps. Dermatitis resulting 
from sensitivity to one of these newer preparations 


ESTROGEN THERAPY AFTER MASTECTOMY 
To tne Eprron:—A patient 50 years of age had a 


radical breast four ago, and a 
thorough recent physical examination 
no recurrence. is suffering from intense itch- 


ing, day and night, with no lesions on the skin to 
account for it. Prior to the operation, she had 
similar symptoms controlled by estrogen and 
other female sex hormones. After the operation 
her surgeon told her that she must not continue 
with the hormones as they could be carcinogenic. 
Is there danger of future carcinoma caused by 
the use of female sex hormones during the meno- 
pause after an apparently successful operation 
for cancer? M.D., New Jersey. 


Answer.—The danger of future carcinoma in 
women who have had female sex hormones admin- 
istered during the menopause is dependent upon 
those unknown factors which pose an indi- 
vidual to genital malignancy. is definite evi- 
dence that estrogens will stimulate at least 50% of 
this, there is no justification in the 


Since it is assumed that 50% of breast carcinomas 
are estrogen dependent and also because we have 
no way of determining such dependency, estrogens 
should not be used for menopausal symptoms alone 
in a woman who has had a mastectomy performed 
for breast carcinoma. 


STASIS ULCERS OF VARICOSE VEINS 
To tHe Eprron:—What is the latest treatment, 


ery has already been performed to what is 
believed to be the patient's limit. 
M.D., Illinois. 
Answer.— Stasis ulcers of varicose veins are usu- 
ally due to chronic deep venous insufficiency with 
an incompetent perforator vein feeding the ulcer- 


tation. Surgical planing (dermabrasion) recently 
has been recommended and syccessfully used in 
should be treated by removal of the preparation 
and application of soothing ointments or wet dress- 
ings. 
Vil 
that the use of estrogens in women at the meno- 
pause will necessarily induce breast cancer in them. 
However, unrestrained, prolonged use of estrogens 
is to be discouraged while their judicious use can 
be employed. The use of estrogens in a woman 
after mastectomy for carcinoma is to be discouraged. 
especially with topical ointments, that will assist 
in curing stasis ulcers of varicose veins of the 
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ated area. The ulcer is usually surrounded by an 
induration, and the dermatitis extends above and 
below the induration for some distance. Usually the 
skin has been sensitized previously to many locally 
and generally administered antibiotics. Rest in bed 
with elevation, mild aluminum subacetate solution 
(1:16), and intermittent use of cortisone ointment 
may cool off the acute phase. When the skin lesion 
has been controlled by skillful dermatological care, 
the area may have to be excised and possibly 
grafted and all the incompetent perforator veins 
ligated above or below the fascia. 


LARGE DOSES OF ASCORBIC ACID 
To tHe Eprror:—Can there be any harm in giving 
large doses of ascorbic acid regularly during the 
winter months to a person who is susceptible to 
frequent colds? This person has been able to cut 
down colds to one or none at all a year by taking 
250 mg. of ascorbic acid daily and by increasing 
the dose to 500 to 750 mg. for one day when he 
“feels a cold coming on.” Can such large doses of 
ascorbic acid, taken practically year round, cause 
any imbalance of other vitamins or other essen- 
tial body substances? 
Eleanor B. Townsend, M.D., 
Port Chester, 


Answer.—A daily intake of 250 mg. of ascorbic 
acid, with occasional increases to 750 mg., should 
not be harmful to a healthy individual. 


PERICARDIAL HEMORRHAGE AND 

TREATMENT OF INFARCTION 

To tHe Eprror:—In patients with acute myocardial 
infarctions with a widespread friction rub and 
other symptoms of pericarditis, and where the rub 
persists for at least 48 hours, have there been any 
reports that these individuals are more apt to 
develop bleeding into the pericardial sac or myo- 
cardial rupture if anticoagulant therapy is insti- 
tuted using 100 mg. of heparin sodium subcutane- 
ously or intravenously every eight hours, keeping 
clotting time below 30 minutes for 48 hours or 
until bishydroxy rin suppresses prothrombin 
time to therapeutic levels? 

Guerne W. de Lappe, M.D., Modesto, Calif. 


Answer.—There are numerous statistically valid 
analyses indicating a slightly higher incidence of 
pericardial hemorrhage and/or myocardial rupture 
in patients with acute myocardial infarction treated 
with anticoagulants. However, in none of those that 
have come to this consultant's attention has there 
been any attempt to correlate the greater number of 
these complications with the presence of a friction 
rub, or with its duration, or with the extent of the 
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area of its audibility. Nor can any pathological or 
clinical evidence be adduced to relate the ausculta- 
tory findings in question to pericardial hemorrhage, 
to myocardial rupture, or to the massiveness or 
transmurality, if you will, of the infarct. It would 
therefore seem that there is little or no reason for 
withholding anticoagulants because of the presence 
of a friction rub with the characteristics mentioned 
in the treatment of a patient with acute myocardial 
infarction for whom these drugs would otherwise be 
deemed indicated. 


THE A. M. A. AND LEGISLATION 

To tue Eprron:—Please give information for several 
high school students who are studying congres- 
sional lobbying in their social science classes and 
have asked about the American Medical Associa- 
tion as a propaganda agency. M.D., California. 


Axswer.—The American Medical Association is a 
professional organization that serves both physicians 
and the public. Throughout its more than 100-year 
history, the A. M. A. has fought to raise the quality 
of medical care in this country. The A. M. A. does 
not try to hide the fact that it promotes sound 
medical legislation and opposes those bills that 
would tend to lower standards of medical care or 
be incompatible with our free enterprise system. 
The A. M. A. is democratically organized along the 
lines of a federation. The individual physician in 
his county medical society is the key man—electing 
representatives to the state medical association 
which, in turn, elects ves to the House 
of Delegates of the A. M. A. Chief policy decisions 
are formulated by the A. M. A.’s House of Delegates 
which meets twice a year. During the interim period 
between sessions of the House of Delegates, policy 
decisions are made by the Board of Trustees which 
meets eight or nine times a year. 

Hundreds of bills pertaining to health and medi- 
cine are introduced each year to Congress—220 in 
the 80th Congress and 571 in the 84th Congress. 
The A. M. A. maintains a Washington Office to 
keep legislators informed on A. M. A. policies re- 
garding various health and medical care measures 
and to channel information on significant legislation 
to members of the medical profession. In addition 
a Committee on Legislation, composed of physicians 
representing all sections of the country, studies 
every health and medical bill introduced in Con- 


gress. 

The A. M. A. believes that it has a responsibility 
to the American people to take an active interest in 
legislation. A number of sound legislative proposals 
which the Association recently supported are 
federal aid to medical schools on a one-time con- 
struction grant basis, water-pollution-control laws, 
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civil-defense and medical stock 
military-career-incentive legislation, incentive-for- 
private-retirement programs for the self-employed, 
and smoke-abatement laws. The passage of a law 
in Congress, however, is just the first step toward 
putting the measure into operation. Further inter- 
pretations of the law and the final determination ot 
practical policies fall to the governmental adminis- 
trative agency concerned. The A. M. A. works with 
these various offices in an advisory capacity—a 
further indication of the medical profession's con- 
cern for the advancement of public health in 
America. 


HYPERTENSION AND TRAUMA 
To tHe Eprror:—In the section on Queries and 
Minor Notes in Tur Journat, Nov. 9, page 1357, 
there is an item on hypertension and trauma. 
It is agreed that “It is reasonable to assume that 
this woman had hypertension prior to the auto- 
mobile accident,” but it might also be well to 
mention that a contusion of the kidney could 
result in an area of infarction of the kidney. 
This sometimes will be the cause of hyperten- 
sion and probably should be considered in the 
patient. James W. Lane, M.D. 
1123 Virginia Bldg. 
Charleston 1, W. Va. 


The above comment was referred to the consult- 
ant who answered the original question, and his re- 
ply follows.—Ep. 


To tHe Eprror:—Injury to the kidney, such as a con- 
tusion, is less likely to produce hypertension than 
is an injury resulting in renal artery thrombosis. 
Hypertension, for example, rarely follows surgical 
procedures on the kidney, including removal of 
stones and biopsy. Any increase in pressure that 
occurs usually is temporary. On the other hand, 
contusion as a cause of hypertension should be 
taken into consideration, even though the injuries 
of the woman in the original question apparently 
were so trivial that the blood pressure was not 
taken until three months after the accident. 


TOXICITY OF GRAPHITE 

To tue Eprror:—A query by Dr. Robert C. Stein- 
man concerning the possibility of any health 
hazard associated with the grinding of graphite 
appeared in Tue Journar, Aug. 10, 1957, page 
1727. In the answer to this query it is stated that 
there is no evidence that graphite affects the 
respiratory tract. Dr. Amour Liber of New York, 
in Tue Journa, Oct. 19, page 914, took issue with 
the answer. The reply to Dr. Liber is likewise open 
to question. In the first place, the term 


benign 
pneumoconiosis is misleading and outmoded. The 
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deposition and accumulation of any foreign ma- 
terial in the bronchopulmonary tissue can hardly 
be considered benign. Additionally, the presence 
of silica in a free or combined state in graphite is 
the rule rather than the exception. Pneumoconi- 
osis of graphite workers is very similar to 
pneumoconiosis of soft coal workers. It is a 
disease capable of producing clinical and lab- 
oratory changes. There are many references to 
substantiate these remarks. 

Louis L. Friedman, M.D. 

1906 Ninth Avenue, South 

Birmingham 5, Ala. 


The above comment was referred to the consult- 
ant who answered the original question, and his 
reply follows.—Eb. 


To tHe Eporron:—The answerer assumed that the 
exposure was to the American type of graphite 
used in industry which is artificial graphite. The 
answer probably erred in not considering the 
natural graphite to which British workers are 
exposed. There is an illuminating discussion by 
Harding and Oliver in the British Journal of In- 
dustrial Medicine (6:91, 1949). The following is 
quoted from that journal: “Graphite or plumbago 
is a crystalline form of carbon which occurs in 
nature as soft black masses or, less commonly, as 
crystals in igneous rocks: this natural graphite 
contains varying of other minerals. 
Graphite is also made artificially from coke, and 
the best preparations of this kind are nearly pure 
carbon. This paper will deal with some of the 
effects of natural graphite, and the term ‘graphite’ 
will be used to mean ‘natural graphite, that is, 
a mixture of minerals, largely crystalline carbon.” 

Inquiry was further made of several of the 
large manufacturers of graphite in America. The 
U. S$. Graphite Company responded by stating 
that their natural graphite is obtained from 
Sonora, Mexico, and contains no free silica. Ac- 
cording to the textbook “Chemical Process In- 
dustries” (text ed. edited by Shreve, New York, 
McGraw—Hill Book Company, Inc., 1956), the 
graphite utilized in this country is artificial 
graphite and is 99% carbon. 

It appears to this consultant that the cases of 
pneumoconiosis cited in the British literature are 
the result of the exposure to graphite containing 
various percentages of free silica. To the best of 
his knowledge such a situation does not exist in 
America, and this consultant was unable to find 
any references in the American literature on 
American workers suffering from a _ graphite 
pneumoconiosis, which, by the way, is sometimes 
referred to in the English literature as silico- 
graphitosis. 


Vil 
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